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Abstract 
Predicting Nurse Willingness to Speak Up in the Hospital Setting 
 Using Variables from an Employee Engagement Survey 
Nicole Hall 
 
 
A recent calculation by healthcare industry researchers identified medical error as the 
third leading cause of death in the United States, ranking it just below heart disease and 
cancer.  It is accepted knowledge that communication impacts the occurrence of medical 
error.  Speaking up, a subset of communication, is similarly recognized as a means of 
improving patient safety.  Industry consensus is that nurses are responsible for speaking 
up and expressing patient concerns, yet this practice has not been consistently realized 
and studies show that barriers remain.  This study aimed to answer the following central 
research question: How can hospitals better support nurses to speak up when there is a 
patient care concern?  The researcher utilized a mixed-methods approach that used 
examination of archival employee engagement (EE) data followed by interviews to 
expand on the quantitative findings.  Archival EE data of inpatient hospital staff (n=321) 
revealed 21 variables that were strongly correlated to willingness to speak up. 
Interviewees expanded on these concepts, identifying five factors not previously 
addressed in the literature.  Newly identified opportunities to support nurses in speaking 
up include a focus on quality/process improvement, organizational goals aligning with a 
nurse’s goals, valuing employee voice, holding all accountable in an equitable manner, 
and capitalizing on the charge nurse role.
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Chapter 1: Introduction to the Research 
Introduction to the Problem 
Preventable errors leading to patient harm and death occur regularly in United 
States hospitals (Leapfrog, 2013).  These errors include acts of omission, commission, 
execution, and planning on the part of healthcare personnel (Makery & Daniel, 2016).  
Much of the healthcare industry’s attention to safety over the last decade or so can be 
credited to the 1999 Institute of Medicine (IOM) report titled To Err is Human.  This 
pivotal IOM report shed a bright light on the occurrence of human error in the medical 
field.  
 The IOM report provided projections of medical error, but Makery and Daniel 
(2016), researchers at Johns Hopkins University, sought to provide data on patient deaths 
resulting from medical error that they felt better exemplified the true scope of the 
problem.  By incorporating findings from four studies, calculating a mean rate of death, 
and applying it to overall hospital admissions, they concluded that medical error ranked 
as the third leading cause of death in the US, falling just below heart disease and cancer 
in 2013 (Makary & Daniel, 2016).  Their findings highlight the issue by placing the data 
in a form that both healthcare leaders and consumers can easily comprehend.  The next 
paragraphs highlight the effects of medical error, including financial and personal, as well 
as how communication – more specifically speaking up1, the focus of this study – factor 
into its occurrence. 
                                                
1 Literature uses different terms to describe speaking up, such as verbalizing concerns, speaking out, raising 
concerns, and voicing concerns.  For the purposes of this dissertation, except where a direct quote uses 
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 The negative effects of medical error on patients’ lives was uniquely illustrated in 
the study by Makery and Daniel (2016) as a major cause of death in the US.  Beyond this, 
the impact medical error has on financial solvency must also be considered.  In 2008, 
medical error cost the US healthcare industry a reported $19.5 billion, though Andel, 
Davidow, Hollander, and Moreno (2012) estimate the economic “impact is much higher, 
perhaps nearly $1 trillion” when considering factors outside of direct costs (p. 39).  This 
same statistic was later quoted during a 2014 hearing in front of the Subcommittee on 
Primary Aging and Health (McCann, 2014).  In a white paper entitled Hospital Errors 
Are the Third Leading Cause of Death in U.S., and New Hospital Safety Scores Show 
Improvements are Too Slow, Leapfrog (2013), a healthcare quality rater, suggested that 
hospitals with lower quality ratings leave healthcare purchasers overpaying millions in 
hidden surcharges resulting from hospital error.  In summary, medical error results in 
unnecessary financial burdens reaching into the millions and possibly trillions, which are 
then borne by the US healthcare system (Andel et al., 2012; Leapfrog, 2013).  
 Patient harm, especially when it is the result of worker or team error, can lead to 
upset experienced by those involved.  For example, if a nurse chooses to stay silent and 
an error results, he or she may experience feelings of distress or otherwise suffer as a 
result.  These negative effects have been well-documented in the literature, and the term 
second victim was coined to highlight the repercussions of error on a healthcare 
employee’s well-being (Jones & Treiber, 2012; Waterman et al., 2007).  In some cases, 
                                                                                                                                            
different language, this phenomenon is referenced as speaking up.  While this may seem redundant, its 
purpose is to provide clarity for the reader. 
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healthcare workers have chosen to leave their role, organization, and even profession 
after being involved in a medical error.  Nurses are particularly at risk for these 
consequences because they are taught that a cornerstone of their role is to advocate for 
the patient, and being associated with or involved in an error conflicts with this 
expectation. 
 It has also been established that negative patient, family, financial, and care team 
effects result from medical error.  While important points to make, the major focus of this 
research is how lack of communication, in particular speaking up, is associated with 
medical error.  Both teamwork and communication are frequently cited as means of 
impacting error-making in healthcare (Joint Commission, 2012b; Maxfield, Grenny, 
Lavandero, & Groah, 2010).  The Joint Commission, a well-known healthcare accrediting 
body, determined that up to 80 percent of serious medical errors relate back to 
communication (2012b).  A separate review of reported cases looking specifically at 
surgical error found that 72% of the time, employees did not correctly conduct the major 
safety process, which relies heavily on communication (Association, 2013).  Other 
research studies have also indicated that mistakes in interpersonal communication are 
associated with “more than 60% of medication errors” (Maxfield, Grenny, McMillan, 
Patterson, & Switzler, 2005, p. 2).   
 Efforts to improve patient outcomes led researchers to consider lessons learned 
from aviation, an industry that also struggled with safety and communication.  To 
improve accident rates, the aviation industry spent decades understanding causal factors.  
In examining errors associated with plane crashes and accidents, the industry found that 
communication was key (National Transportation, 1994; Bienefeld & Grote, 2012; 
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Hawyard, 1999).  They further discovered evidence that speaking up to express flight 
safety concerns could have saved lives, but for reasons including fear, feelings of futility, 
and positions of higher status, crew members instead chose to remain silent (Bienefeld & 
Grote, 2012).  After much work, significant decreases in accident rates have allowed 
aviation to join the exclusive group of industries considered highly reliable, meaning that 
they exist in hazardous environments where the consequences of errors are high but 
occurrence of these errors is extremely low (Baker, Day, & Salas, 2006).    
 The hesitation to speak up and its effect on patient safety have been noted in the 
healthcare sector, as well.  Speaking up has been defined as the explicit communication 
of suggestions, problems, opinions, or doubts that challenge the status quo (Weiss et al., 
2014, p. 291).  Nurses provide a large portion of care in hospital settings and their 
responsibility to speak up as patient advocates when improper practices are observed is 
well-recognized (Kaufman & McCaughan, 2013; Maxfield et al., 2010; Reid & 
Bromiley, 2012).  Furthermore, the importance of nurses in the acute care hospital setting 
speaking up is largely agreed-upon as a means to prevent avoidable medical errors 
(Kaufman & McCaughan, 2013; Maxfield et al., 2010). 
 Just as aviation workers reported not speaking up as a result of fear, feelings of 
futility, and positions of higher status, nursing studies have uncovered similar rationales 
(Okuyama, Wagner, & Bijnen, 2014; Uribe, Schweikhart, Pathak, Dow, & Marsh, 2002).  
For example, through a review of studies, Okuyama et al. (2014) identified several 
perceptions that affected healthcare professionals’ willingness to speak up.  Some 
concerns were scenario-specific and depended on the probable risk to the patient, 
organizational links such as administrative support, and attitudes of leaders.  Other 
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concerns centered on staff members’ individual factors, including self-confidence and 
communication skills. 
 In conclusion, medical error has garnered attention since the 1999 IOM report that 
focused on how these errors impact patient safety.  More recently, patient death resulting 
from medical error was calculated to be the third leading cause of death in the US.  
Studies have shown that communication is key to achieving safety in healthcare.  
Aviation lessons on safety found that speaking up can save lives, and the healthcare 
industry has similarly identified its practices to prevent patient harm.  Yet, studies also 
show that when faced with safety concerns, there is a reluctance to speak up.  A greater 
understanding of the phenomenon of speaking up is needed because it can save patient 
lives, healthcare spending, and family and healthcare worker distress. 
Statement of the Problem 
 Industry consensus is that nurses are responsible for speaking up2 to prevent 
avoidable medical error by expressing concerns related to patient care (Kaufman & 
McCaughan, 2013; Maxfield et al., 2010; Reid & Bromiley, 2012).  Research has shown 
that nursing staff observe errors and transgressions yet do not consistently speak up 
(Lyndon et al., 2012; Maxfield et al., 2010).  In the current hospital setting, barriers 
remain such as perceived power relations, a belief that concerns will be disregarded, and 
fear (Espin et al., 2007; Garon, 2012; Gillespie, Gwinner, Chaboyer, & Fairweather, 
2013; Maxfield et al., 2010; Okuyama et al., 2014; Peter, Lunardi, & McFarland, 2004; 
                                                
2 Regarding the context of speaking up, literature does not standardize to whom an individual is to speak 
up, only that it occurs from one individual to another. Where literature does specify, the dissertation 
explicitly states it. 
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Landau, 2009).  This mixed-methods study examined archival employee engagement 
(EE) data using an explanatory sequential research design to identify and explain 
variables that correlate with willingness to speak up. Organizations can then use this data 
to better support nurses in speaking up when they have concerns about patient safety.   
Purpose and Significance of the Problem 
Purpose 
 Supporting speaking up is one method to prevent patient harm and death that 
results from medical error.  The purpose of this research study was to further develop the 
understanding of factors that relate to nurses speaking up when faced with patient safety 
concerns.  This study seeks to identify predictors to improve nurse willingness to speak 
up so the healthcare industry can better comprehend the phenomenon, plan ways to 
increase its frequency, and support its practice. 
Significance of the Problem  
 Patients and their families entrust their lives and health to hospital staff each time 
they authorize medical treatment.  The significance of the problem is that millions of 
people access healthcare services every day and medical error puts their lives at risk.  It is 
the healthcare community’s responsibility to enhance the safety culture of hospitals.  
Establishing the practice of speaking up in the hospital setting is one means of doing this 
and has the potential to improve patient outcomes. 
 The effects of nurse silence in the hospital setting is damaging for healthcare and 
staff members’ personal well-being.  The American Nurses Association (ANA) Code of 
Ethics for Nurses obligates that “the nurse promotes, advocates for, and strives to protect 
the health, safety, and rights of the patient” (Berkely College, 2014, p. 1).  Thus, nurses 
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are not only uniquely positioned to advocate for patient safety, but they are bound by 
ethical expectations that they do so.  However, speaking up is not without risks, such as 
the risk of damaging professional relationships, a factor known to negatively impact 
professionals’ willingness to speak up (Schwappach & Gehring, 2014b).  
 Scholarly literature has identified several factors that either inhibit or promote 
speaking up in organizational settings, yet the practice continues to require support.  This 
research fills a gap in the literature by utilizing EE survey results to identify variables that 
impact individuals’ willingness to speak up; they are specific to one organization.  The 
study’s methods allowed for identification of variables that impact speaking up within 
this organization.  Better understanding the unique issues that promote willingness to 
speak up allows for actions to be designed and tailored to address them. 
 While those employed in the healthcare setting will find interest in this research, 
anyone who accesses hospital care may identify the benefit of having a nurse who is 
likely to speak up when he or she has a concern.  Ultimately, identifying opportunities to 
support nurses in speaking up when the situation warrants is a framework upon which 
patient safety can rest.  
Research Questions 
 The central research question guiding this study is as follows: How can hospitals 
better support nurses to speak up when there is a patient care concern? 
Quantitative 
1. How are staff perceptions measured with questions from an Employee 
Engagement survey related to staff willingness to speak up? 
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Qualitative 
1. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of the role quality/process improvement has at their organization? 
2. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of how safety focused their organization is? 
3. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of staff-physician relationships? 
The Conceptual Framework 
 There are two main sections included here: the researcher’s stance and 
experiential base, and the conceptual framework.  Each is a crucial building block for a 
researcher to consider.  The researcher’s stance explains the position of the researcher in 
relation to his or her study topic.  The conceptual framework helps to define the research 
territory and guides the researcher on which literature to explore (Creswell, 2015).  Both 
are addressed in the following sections. 
Researcher’s Stance and Experiential Base 
   Creswell (2013) explains that “assumptions can change over time”; this point is 
appropriate to mention here because it is true of this researcher’s stance, which has 
slowly been shaped and reshaped throughout the doctoral program (p. 19).  A 
researcher’s stance impacts “and affects the subsequent stages of research” (Grix, 2002, 
p. 176).  This researcher ascribes to the ontological philosophy reflected in this study’s 
methodology. 
 Ontology refers to “what we may know” (Grix, 2002, p. 177).  When considering 
the research topic of nurses’ willingness to speak up and verbalize concerns, an 
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ontological approach allowed for consideration of factors that would add to, support, or 
refute the current body of literature.  Data in the literature clearly shows that there is a 
reluctance to speak up when concerns or errors are observed, but further research to 
explain and predict this phenomenon was warranted.  By applying principles of ontology, 
reality can be constructed to identify and understand factors that predict nurses’ 
willingness to speak up and verbalize patient safety concerns, as well as ways hospitals 
can better support them in doing so.  Ontological philosophy was best for this study 
because the literature recognizes that the decision to speak up is a “complex social 
process,” and this approach allowed quantitative and qualitative data to elaborate on the 
realities (Lyndon et al., 2012, p. 792). 
 When designing a study, researchers view the topic and questions in light of their 
own philosophical approach and worldviews, both of which marry to ensure the research 
questions, approach, and findings are accordant.  Thus, the researcher relied on 
interpretive research, which “assumes that reality is socially constructed; that is, there is 
no single, observable reality” (Merriam & Tisdell, 2016, p. 9).  Post-positivism was also 
incorporated because it “recognizes that knowledge is relative rather than absolute,” 
given the fact that everyone has a story and history that inform their perceptions 
(Merriam & Tisdell, 2016, p. 9).  The researcher was guided by both of these worldviews 
because they allow for recognition that humans are unique and impacted by their own 
personal histories, including social influences.   
 By approaching the research, and in particular the interviews, with these views, 
the researcher sees the quantitative findings as a component of the participants’ lived 
experiences, not as absolute or existing in a vacuum.  It is understood that the quantitative 
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results can be more meaningful when interpreted in light of these individuals’ stories, 
perspectives, and social factors (Creswell, 2015).  Hence, a phenomenological approach 
was ideal for this study because it focuses on the lived experiences of those who have a 
history with the phenomenon.  A phenomenological approach allowed for further 
explanation of speaking up to “identify the core essence of the lived experience or 
phenomena as described by the research participants” (Bloomberg & Volpe, 2016, p. 48).  
The researcher produced a full description of speaking up by working to understand the 
interviewees’ experiences and recognizing that they exist within a social context.  The 
interviewees were asked open-ended questions that allowed them to explain how the 
quantitative findings either fit or did not fit with their lived experiences.  To provide a 
well-rounded answer and fully address the research questions, all the interviewees’ 
experiences were analyzed together, allowing for “a description of the universal 
experience” (Bloomberg & Volpe, 2016, p. 49). 
           The researcher sees herself as heavily involved and significantly interested in this 
topic because of personal, professional, and student interests.  As a person who accesses 
healthcare services, the researcher has a personal stake in improving nurses’ willingness 
to speak up and to verbalize concerns or noted errors.  In addition, the researcher is a 
wife, mother, sister, and aunt; as such, she wants to assure that her family members’ 
caregivers will speak up without hesitation when there is a problem, knowing it is both 
their responsibility and right. 
          Most notable is that the researcher herself is a nurse, which provides professional 
motivation in supporting those on the same career path to speak up when they have a 
patient safety concern.  As a nurse for over 14 years, the researcher has tacit knowledge 
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of speaking up in the hospital setting.  This researcher has had experiences with 
willingness to speak up that cover the full spectrum.  For example, there have been times 
in the researcher’s career when speaking up was warranted and she did so and when 
speaking up was warranted and she elected to stay silent.  Though there was no patient 
harm associated with her silence, the researcher experienced a level of personal 
frustration when she chose to not express concerns.  If ignoring trivial opportunities to 
speak up resulted in the researcher’s disappointment, it is understandable how silence in 
more serious cases of medical error could result in intense personal distress. 
           Acknowledging this researcher’s personal and professional connections to the 
speaking-up phenomenon is an important step in bracketing these views from the 
research work.  By identifying and isolating these preconceived understandings, the 
researcher is more able to take an open-minded approach to the research topic (Creswell, 
2013).  Through conscious effort and self-awareness, this researcher worked to contain 
and recognize biases and personal preconceived ideas so that the emergence of findings 
occurred solely through quantitative and qualitative data analysis.    
            The next step was for the researcher to make an informed effort to contain these 
interests moving forward. Without identifying and understanding the impact one’s 
mindset can have on the research, there is a risk of biasing findings.  It is critical both 
ethically and professionally that researchers make their own history with the interest, 
assumptions, and stance known.  This transparency is necessary to provide context for 
readers as they consider the study’s approach and findings.  It is similarly necessary for 
the researcher to acknowledge his or her own relationship and ties to the study topic.  
This allows him or her to consciously decide not to design the study, manipulate the data, 
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or interpret the findings in a manner that uncovers relationships that do not actually exist.  
The researcher hopes to positively impact the practice of speaking up at ABC hospital 
and others by understanding the complexities of the choice to speak up or stay silent and 
learning what predictor variables are at play. 
Conceptual Framework 
 In developing this research study, the following three streams became evident in 
relation to the central research question:     
1. Communication and its impact on safety  
2. Factors that impact nurses speaking up 
3. Interventions to improve communication   
These streams were warranted as part of the literature review because each 
provides a piece of the puzzle.  The researcher needed to fully comprehend each stream 
before implementing the research study, which focused on how hospitals can better 
support nurses to speak up.  A visual depiction of the conceptual framework can be seen 
in Figure 1.  
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Figure 1. Conceptual framework. 
 
 
 
Lack of communication on safety is the first stream explored here.  Since 
speaking up is a subset of communication, it is important to begin with this topic to 
understand how speaking up became a strategy to enhance safety.  Studies in the aviation 
field have linked a lack of communication with airline accidents, while healthcare 
industry studies connect a lack of communication with errors related to medications, 
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surgery, and other events.  Kolbe et al. (2012) put it simply “Speaking up is increasingly 
considered essential for error prevention and quality of care” (p. 3).  Studies have also 
found that participants feel speaking up is appropriate but they are often hesitant to do so 
(Kaissi, Johnson, & Kirschbaum, 2003).  In one study, Lyndon et al. (2012) found that 
even when there was a perception of high probability for harm, 12 percent of nurses still 
said they would not speak up.  
 The second stream seeks to determine what factors impact nurses speaking up.  
Studies show that a leader who is a good voice manager, is open to listening to 
employees, and utilizes authentic leadership skills can positively influence a nurse’s 
willingness to raise concerns.  In studying this phenomenon, Garon (2012) identified that 
an individual’s desire to do the right thing was also positively linked with his or her 
willingness to speak up.  Factors that negatively impact one’s likelihood to speak up 
include fear of negative consequences, a surgeon who discourages communication, 
hierarchal structures, and perceptions of futility (Salazar, 2014; Schwappach & Gehring, 
2014b). 
 The third stream of literature seeks to identify interventions that have been aimed 
at helping increase the frequency of speaking up.  The two major intervention programs 
addressed in this stream are Crew Resource Management (CRM) training, used in 
aviation, and TeamSTEPPS, used in healthcare.  Though both are well-established in 
their respective industries, empirical evidence supporting their implementation has yet to 
be established.  On the other hand, studies that have utilized interventions specifically 
geared toward speaking up instead of communication in general do note improvements.  
For example, Sayre, McNeese-Smith, Leach, and Phillips (2012) found that when 
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participants were exposed to speak-up training, there was a statistically significant 
increase in speaking-up responses on questionnaires when compared with baseline data. 
Definition of Terms 
 The following terms are used in this dissertation and are defined here because of 
their applicability to the research study: 
Charge nurse: nurse who has been assigned responsibility on a unit for a specific 
shift 
Employee voice: Voice that is used to challenge the status quo (Landau, 2009, p. 
36).  
High reliability organization: Organization that exists in such hazardous 
environments where the consequences of errors are high, but the occurrence of error is 
extremely low (Baker et al., 2006, para 1). 
Medical error: Unintended act (either of commission or commission) or one that 
does not achieve its intended outcome, the failure of a planned action to be completed as 
intended (an error of execution), the use of a wrong plan to achieve an aim (error in 
planning), or a deviation from the process of care that may or may not cause harm to the 
patient (Makary & Daniel, 2016, p. 1). 
Safety culture: Eliminates intimidating behavior and holds everyone accountable 
for consistent adherence to safe practices.  Staff at all levels are encouraged to speak up 
when processes aren't performing as expected or an error is about to occur so that the 
problem can be addressed (Chassin, 2015, para. 12). 
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Sentinel event: Unexpected occurrence involving death or serious physical or 
psychological injury, or the risk thereof (Joint Commission, 2012a, I. Sentinel Events 
section, para. 2). 
 Silence: Where employees feel compelled to remain silent in the face of concerns 
or problems (Morrison & Milliken, 2000, p. 706; Sayre, 2010).  
Speak up: Explicit communication of suggestions, problems, opinions, or doubts 
that challenge the status quo (Weiss et al., 2014, p. 291); in high-risk contexts defined as 
an upward voice directed from lower to higher status individuals within and across teams, 
that challenges the status quo, to avert or mitigate errors (Bienefeld & Grote, 2012, p. 1).   
Study Assumptions and Limitations 
Assumptions 
 The first assumption applicable to this research is that the study assumed 
respondents were truthful when answering EE survey questions.  As a result, the research 
study did not determine whether any respondents deliberately provided inaccurate or 
misleading answers.  Second, it was assumed that respondents understood the survey 
questions and contexts to which they applied.  Only through understanding the survey 
questions could the respondent provide accurate responses.  Lastly, the researcher 
assumed there were ways ABC Hospital can better support nurses in speaking up.  This 
last assumption was most significant because it was the foundation for the study purpose 
and research questions.  Within this assumption, the researcher also assumed that staff at 
ABC Hospital experience similar barriers to speaking up as those noted in the literature, 
that these individuals face a complex decision-making process when choosing whether to 
speak up, and that there are times when they select not to speak up when patient safety is 
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a concern.  Through quantitative and qualitative analysis, the researcher determined if the 
assumption that ABC Hospital can better support nurses was valid. 
Limitations   
 The first limitation that warrants acknowledgement is that study findings are 
limited because they are reliant on one privately owned community hospital’s EE survey 
results.  When readers consider the findings, they must be aware that the study did not 
use diverse hospitals or hospital types (i.e., public, private, community, city, etc.).  The 
second limitation is that data was limited because EE responses are solely the result of 
closed, Likert-style questions.  There was no opportunity for respondents to further 
explain scores they had selected.  Finally, the researcher’s novice experience with 
quantitative statistics was a limiting factor for this study, requiring her to collaborate 
closely with advising professors.   
Delimitations 
 Researchers are responsible for implementing delimitations to improve the 
strength of their studies.  In this study, four different delimiting strategies were employed.  
First, the EE survey relied on is a well-established commercially available tool in the 
healthcare industry.  Its selection for use in this research study helped assure that the 
survey questions were well-vetted and understood by respondents.  Second, the 
researcher was aware of her novice level of statistical experience with designing 
calculations and interpreting data.  As a result, she sought help from an experienced 
statistician throughout the quantitative phase of analyzing EE data.  The third 
delimitation was that the researcher had limited experiences crafting interview questions; 
she therefore worked closely with a dissertation committee member experienced in 
29 
 
 
developing qualitative questions.  Lastly, the explanatory sequential research design itself 
was a delimitating factor.  Because the EE survey consisted solely of closed questions, 
the survey limits the researcher’s ability to further understand quantitative findings. To 
address this factor, qualitative interviews were conducted post-quantitative analysis to 
uncover further insight about and explanations of the results.  
Summary 
 In summary, errors occur in the current healthcare setting that lead to patient harm 
and death.  In investigating these errors, it has been determined that communication and 
lack of speaking up contribute to them.  This mixed-methods research design utilized 
archival EE data to uncover predictive relationships that affected a nurse’s willingness to 
speak up when patient safety was a concern.  The impact of information collected will be 
of interest to both healthcare consumers and staff, who sometimes are one and the same.  
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Chapter 2: The Literature Review 
 This section allows for review of literature pertinent to the topic of speaking up as 
it relates to safety.  While this research study specifically focused on nurses speaking up 
for patient safety, articles and information discussed in this section are not so narrowly 
focused.  To provide a comprehensive understanding of the topic, a more general 
approach to the literature relevant to this topic is presented.   
In developing this study, the following three streams of research emerged around 
nurses speaking up in an acute-care hospital setting to affect patient safety: 
1. Communication and its impact on safety  
2. Factors that impact nurses speaking up 
3. Interventions to improve communication 
The literature review that follows is structured around these streams with sub-
sections that drill further into the topic areas.  Within the first theme, communication and 
its impact on safety in the aviation industry is explored.  It is used as a segue into the 
impact communication has on safety in healthcare, because aviation studies and efforts 
occurred first.  
Communication and Its Impact on Safety 
Industries including aviation and nuclear energy have focused efforts on 
improving safety, establishing safety cultures, and performing with low to no harm for 
decades.  Historical events like Chernobyl and the Challenger explosion had devastating 
consequences, which prompted these industries to consider means of improving 
reliability and safety (Sayre, 2010).  Actions by the aviation industry to improve safety 
are significant in number and well-documented.  Of interest for this study is that 
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researchers determined “that 70% of commercial flight accidents stemmed from 
communication failures among crew members” (Leonard, Graham, & Bonacum, 2004, p. 
185).  Because most accidents related to communication, further research into the subject 
was done and a subset of communication, speaking up, was identified.  Since that time, 
speaking up in the cockpit and the cabin has garnered attention in aviation literature.  
Hayward (1999) addresses the role speaking up plays in aviation by pointing out that the 
technique can “enhance situation awareness and flight safety” (p. 8).  
Speaking Up in Aviation Safety 
The National Transportation Safety Board (NTSB) quantified the role of speaking 
up in aviation safety by performing a retrospective review of aviation accidents that 
spanned a 12-year period from 1978 to 1990.  It concluded that failure to indicate a crew 
member’s error was pervasive in the cockpit and was associated with 84% of the 
accidents (NTSB, 1994).  Decades after these accidents, aviation personnel willingness to 
speak up continues to experience challenges.  Bienefeld and Grote (2012) explicitly state 
that while it is well-documented in aviation accidents that speaking up could have saved 
lives, there remains a reluctance to do so.  Their study involved over 1,700 crew members 
and found that respondents reported speaking up only 52% of the time.  Participants 
identified “fear of punishment, feelings of futility and fear of damaging relationships” as 
the most frequent reasons for remaining silent (Bienefeld & Grote, 2012, pp. 2-5). 
Milanovich, Driskell, Stout, and Salas (1998) studied the reluctance to speak up in 
aviation and proposed the theory of status generalization to explain the phenomenon.  
Status generalization theory explains that higher-status individuals, like pilots, are viewed 
as more competent and leader-like, causing those in subordinate roles to be “less likely to 
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offer suggestions” and “more likely to defer to the actions of higher status group 
members” (Milanovich et al., 1998, p. 156).  Milanovich et al.’s (1998) study employed 
quantitative research, with 31 undergraduate aviators being given two biographical 
descriptions distinguished only by their position status, one a pilot and the other a copilot.  
Respondents answered the same questions about each person, and findings supported the 
researcher’s proposal: hesitancy to speak up was a function of status generalization, that 
the social distinction of pilot status, and not an individual’s personality or behavior, 
resulted in crew members choosing to stay silent (Milanovich et al., 1998). 
Even recently, the impact on communication of a deferential mindset has been a 
suspected problem in the aviation industry, particularly within certain cultures.  While 
reviewing Asiana Flight 214, which crashed on July 6, 2013, Chow, Yorstos, and 
Meshkati (2014) cited the volume of accidents among flights with Korean crews as an 
example of the concern that culture can inhibit communication.  Korean culture, in which 
respect is supreme and can lead to submissive behaviors, conflicts with the need for a 
flight crew that is not “afraid to correct one another.”  Without a culture of equality, the 
ability to speak up necessary for aviation safety is challenged, and in this case, may have 
contributed to the fatalities of three passengers (Chow et al., 2014).   
Speaking Up in the Hospital Setting 
 Patient safety in hospitals has been receiving increased attention since the 1999 
IOM report estimated that 98,000 Americans died annually as a result of medical error.  
James (2013) concluded that preventable patient deaths in the US healthcare system was 
more than double that number, somewhere between 210,000 and 400,000 patients 
annually.  Most recently, Makery & Daniel (2016), researchers at Johns Hopkins 
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University, took a new approach, believing that previously reported statistics of deaths 
related to medical error were flawed due to a lack of systematic means of capturing 
accurate numbers.  To address these low estimates, Makary and Daniel (2016) calculated 
the “mean rate of death from medical error of 251,454 a year” using four studies dating 
back to 2000 (p. 2).  Their analysis led them to conclude that medical error ranked as the 
third leading cause of death in the US, falling just below heart disease and cancer in 2013 
(Makary & Daniel, 2016).   
 With a focus on safety to improve medical error statistics, some in healthcare 
looked to improvements in the aviation industry.  In doing so, healthcare leaders found 
that, similar to aviation, communication has important implications for patient safety.  
For example, the Joint Commission (2014), a regulatory body, gathers data about events 
that cause harm to patients from organizations it accredits.  Categories of serious harm 
events include falls, fires, medication errors, inpatient drug overdose, radiation overdose, 
and others (Joint Commission, 2014).  In exploring these serious harm events, the Joint 
Commission (2014) determined that communication was a factor 80 percent of the time.   
 Research looking at cases of wrong site surgery, in which there was an error that 
involved either the wrong patient, surgery, or site of surgery, found that Time Out, an 
explicit safety process heavily reliant on communication, was defective 72 percent of the 
time (Association, 2013).  Time Out requires communication among the operating team 
to confirm the correct patient, surgery, and site before an operation commences.  Its 
entire aim is to prevent wrong site surgery errors.   
 Studies also indicate that communication is associated with “more than 60% of 
medication errors” (Maxfield et al., 2005, p. 2).  Kaissi et al. (2003) found that 99.6% of 
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nurses surveyed “believed that good communication and coordination among team 
members were as important as technical proficiency for patient safety” (p. 214).   Since 
communication is such a significant factor in patient safety, one can understand the 
importance of a healthcare industry where its practice is sound. 
 Speaking up for patient safety.  A subset of communication that also surfaced in 
aviation is speaking up for patient safety.  This act of verbalizing concerns is widely 
accepted in the healthcare industry as a means for improving patient safety and the care 
provided (Maxfield et al., 2010).  As Kolbe et al. (2012) state, “Speaking up is 
increasingly considered essential for error prevention and quality of care” (p. 3).  It is 
especially notable that while speaking up is considered essential and agreed-upon in the 
industry, empirical evidence linking its practice with patient safety is difficult to locate.  
Even without direct industry data, there is general acceptance that speaking up is critical 
for safety in a number of industries, including healthcare.  
 Frequency of speaking up for patients in the hospital setting.  There is general 
acknowledgement that at times in the professional setting, individuals hesitate to speak 
up (Bienefeld & Grote, 2012; Maxfield et al., 2010).  For the purposes of this research, 
exploring the breadth of reluctance to speak up is necessary to understanding its 
occurrence or lack thereof in the hospital setting. 
 In 2012, to study rates of speaking up in the labor and delivery setting, Lyndon et 
al. (2012) used a quantitative approach with an initial sample of 230 physicians and 
nurses.  Their survey resulted in a 54 percent response rate, with 125 returned surveys.  
Participants were presented with different hypothetical patient care scenarios that 
included errors and were then asked to score the level of harm and report their likelihood 
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of speaking up (Lyndon et al., 2012).  In one scenario, a healthcare worker does not wash 
his/her hands before initiating an invasive line into the patient’s vein, which puts the 
patient at risk of contracting an infection during the procedure. Results showed that 
potential for harm was scored by 86 percent of respondents as medium to very high, yet 
only 36 percent of those in the group reported they would likely speak up (Lyndon et al., 
2012).  Findings also showed that individuals were least likely to speak up when the 
scenario involved the Chair of the Anesthesia Department not washing his or her hands, 
versus a junior physician or nurse.  This finding supports Milanovich et al.’s (1998) 
aviation study, which found that speaking up was more likely to occur when intended for 
a co-pilot than for a pilot (Lyndon et al., 2012).  Also of significance, Lyndon et al. 
(2012) found that 12 percent of nurses said they would not speak up even if they 
perceived a high probability of patient harm.   
 Kaissi et al. (2003) also found that nurses were hesitant to speak up.  Their study 
focused on nurses in the emergency department (ED), operating room (OR), and 
intensive care unit (ICU) settings.  Researchers chose to develop a questionnaire, which 
combined previously established instruments and new questions reflecting local leader 
input.  Of the 466 surveys sent out, 261 were returned.  Analysis showed that nurses in 
the studied units supported speaking up and questioning the decisions of other team 
members 94.4 percent of the time.  Yet, while the overwhelming majority responded that 
team members should speak up, 15 percent also “agreed that when a patient safety issue 
is recognized, they have some reservations of raising the issue with the patient care team 
leader” (Kaissi et al., 2003, p. 215).  
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 To research the likelihood of speaking up in the oncology setting, Schwappach 
and Gehring (2014a) employed a mixed-methods approach.  In their study, scenarios 
shared during qualitative interviews were used to develop realistic case-study vignettes 
that included a healthcare worker error requiring immediate intervention by a bystander 
to prevent patient harm. The vignettes were then posed to physicians and nurses who 
answered the same five questions using a seven-point Likert scale in a survey format.  
There were four distinct hypothetical scenarios, but by applying different attributes, a 
total of 32 vignettes were developed.  For example, the seniority of the actor differed in 
vignettes to “illustrate power differentials” and the volume of people present differed in 
scenarios to “describe public versus private forums” (Schwappach & Gehring, 2014a, p. 
2).  
Schwappach and Gehring’s (2014a) analysis showed that “the fraction of 
responders who said they would speak up ranged between 45%-96%, depending on type 
of incident and vignette specifications” (p. 6).  These rates are notably higher than the 
Lyndon et al.’s (2012) study, where rates for those who said they would speak up were as 
low as 12%.  Schwappach and Gehring (2014a) also determined that whether a staff 
member filled a managerial role significantly impacted his or her likelihood of and 
discomfort with speaking up.  Data showed that individuals who filled managerial roles 
experienced nearly half as much discomfort as staff who did not and were significantly 
more likely to speak up in all vignette scenarios (Schwappach & Gehring, 2014a). 
 Another comprehensive study published in conjunction with the American 
Association of Critical Care Nurses (ACCN) used focus groups, interviews, workplace 
observations, and survey data from over 1,700 participants to investigate communication 
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in the healthcare setting.  Analysis relied on calculations using Spearman’s correlation, 
and results showed that while there were high frequencies of concerns about competence, 
disrespect, poor teamwork, and mistakes, participants reported that “fewer than one in ten 
fully discussed their concerns with the coworker” (Maxfield et al., 2005, p. 2).  
 Each of these studies provides data supporting the contention that healthcare 
professionals are hesitant to speak up.  They show that reluctance continues even when 
study participants support questioning team members’ decisions and even when the 
potential for patient harm is perceived as high.  But each of these studies and resultant 
findings are limited by their design.  In all cases, participants were asked to report how 
they would behave instead of having their actual behaviors observed.  One must 
recognize the possibility that participants’ responses do not fully align with how they 
would act in real-life situations.  
 Kolbe et al. (2012) utilized simulation so that actual instances of speaking up 
could be observed, thereby addressing at least partly the limitations of the previously 
reviewed studies.  The simulation consisted of one nurse assisting one resident, who was 
administering medication to induce anesthesia for a mannequin.  Through simulation, 
which provides a semi-controlled environment, researchers evaluated the two-person 
team’s communications, actions, and behaviors.  This study focused on several variables, 
one of them being speaking up.  Linear regression results showed that there was a 
statistically significant increase in technical team performance when factoring in the 
nurse speaking up to the resident during the simulation (Kolbe et al., 2012).   
The researchers note this evidence is the first of its kind that provides empirical 
support that nurses speaking up has a positive impact on anesthesia team performance 
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(Kolbe et al., 2012).  Because the purpose of the research was to study speaking up and 
its effect on technical team performance, the frequency of speaking up or its converse, 
silence, was not evaluated for.  Regardless, the approach and findings are important and 
the study design does provide a method for future research to study the likelihood of 
speaking up during simulated scenarios.   
 Nursing’s role in speaking up for patient safety.  The role of nurse as patient 
and family advocate is a concept ingrained in undergraduate nursing programs.  The 
nurse is responsible for serving as a guide for those accessing the healthcare system.  
Regulatory codes provide direction to nurses regarding this professional responsibility 
(Andrew & Mansour, 2013).  The ANA Code of Ethics for Nurses speaks to the nurse as 
advocate both implicitly and explicitly.  The Code obligates “the nurse promotes, 
advocates for, and strives to protect the health, safety, and rights of the patient” (Berkely 
College, 2014, p. 1).  The Code also requires nurses to acknowledge that their primary 
commitment is to the patient and that they must participate in providing quality 
healthcare.  Both stipulations communicate the expectation that the nurse is responsible 
to the patient.  Similarly, Reid and Bromiley (2012) identify nurse speaking up as 
“integral to professional accountability” (p. 6).  Hence, the nurse’s ability to speak up in 
the healthcare setting is paramount to his or her properly functioning in this fundamental 
role as advocate.   
Effect of nurses not speaking up. Not speaking up and advocating for patients 
can result in negative effects for the nurse.  The expectation that nurses advocate for their 
patients is an ever-present concept in the profession.  In acknowledging this role and 
recognizing that research has consistently found that nurses at times do not perform the 
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function of speaking up, one can identify the moral dilemma these professionals face.  In 
a review of literature, researchers found that some nurses did nothing when facing a 
moral dilemma, while others chose a wait-and-see approach (Peter et al., 2004).  It was 
also discovered that this approach then led the nurse to avoid the patient and resulted in 
the nurse experiencing feelings of powerlessness and inferiority (Peter et al., 2004).  
The term second victim describes an individual who suffers distress from a 
medical error.  This terminology was initially associated with physicians but has since 
been applied to other healthcare professionals such as nurses; it refers to a situation where 
the error-maker is “confronted with a lack of sympathy from colleagues, and viewed as 
incompetent by many,” leaving them with “feelings of guilt and inadequacy” (Jones & 
Treiber, 2012, para. 2).  Waterman et al. (2007) expanded this phenomenon to include 
near-miss situations, where medical error nearly occurred but was prevented before harm 
could result. 
Factors That Impact Nurses Speaking Up  
 The healthcare industry recognizes that speaking up is a means to impact patient 
safety, yet it is not consistently practiced.  It has also been stated that the nursing 
profession’s ability to communicate concerns is essential to its being effective (Garon, 
2012).  Yet the decision to speak up is recognized as involving “complex considerations” 
(Schwappach & Gehring, 2014b, p. 6).  Research has been done to determine what 
factors impact one’s willingness to speak up and a number have been identified.  In the 
following sections, factors that positively influence one’s willingness to speak up and 
conversely challenge the practice of speaking up is reviewed, and similarities and 
differences in the literature are addressed. 
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Factors That Positively Influence Speaking Up 
 Factors such as leadership, the organization, and individual staff personas can 
positively influence safety and speaking up.  Literature addressing patient safety in the 
hospital setting has positively linked certain cultures, such as a safety culture, with 
speaking up (Kauffman & McCaughan, 2013).  The importance of leadership in 
supporting an environment where patient safety is a core focus can be seen in specific 
leadership styles and skills.  Maxfield et al. (2010) explain that leadership is responsible 
for encouraging staff to speak up and to model these behaviors.  Lastly, the effect of 
individual staff personas has been shown to affect speaking up.  All these concepts are 
presented in the next sections. 
Role of individual leaders. It is understood that the leader impacts team 
members’ willingness to speak up.  Garon (2012) used focus groups and interviews to 
study speaking up in nursing and found that the “most powerful influence on nurses 
speaking up was the nurse manager” (p. 9).  In her study, nurses reported that positive 
communication was fostered by managers’ openness and their ability to create an 
environment that allowed staff to be heard (Garon, 2012).  Aligning with this finding, 
Landau (2009) studied employee voice outside of the healthcare arena using a 
quantitative design and found the tendency was positively related to having a good voice 
manager, someone who is open to listening to employees.   
Unique to this body of literature is the study by Salazar et al. (2014), who 
performed a randomized control study using a simulation setting with medical students 
working beside a senior surgeon.  Each medical student was randomly assigned to either 
a setting where the surgeon would say an “encouraging” script (e.g., “Your opinion is 
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important”) or a “discouraging” script (e.g., “Do what I say. Save questions for next 
time”) (Salazar et al., 2014, p. 1001).  Findings were statistically significant and showed 
that speaking up occurred 50% more when medical students were exposed to the 
encouraging comment (82%) versus those who heard the discouraging comment (30%) 
(Salazar et al., 2014, p. 1001).   
Literature also supports the need for leaders to serve as role models (Kaufman & 
McCaughan, 2013; Maxfield et al., 2010).  One method of behavior modeling occurs 
through the leadership theory a manager or director embodies.  In a quantitative study 
evaluating the effects of authentic leadership, results showed, by a small margin, that 
authentic leadership qualities affected work engagement and trust, and these traits in turn 
had a statistically significant positive effect on voice behaviors (Wong, Laschinger, & 
Cummings, 2010).  Hence, a leader looking to enhance speaking up in his or her 
department can apply authentic leadership skills that include acting with integrity and 
being true to his or her own values (Wong et al., 2010).  
Role of the organization. Literature has shown the importance of individual 
leaders in speaking up, but the role of the organization as a whole holds similar 
importance.  Wong and Cummings (2009) shared that nurses should feel safe at work, be 
provided an environment that allows them to speak openly, and without fear of retaliation 
from the organization.  Centers for Medicaid Services (2015), the major US regulatory 
body in healthcare, states that hospitals need to provide a culture that not only accepts but 
encourages staff to speak up.  Maxfield et al. (2010) goes even further by charging 
organizations to reward those who speak up and including it as a topic on performance 
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evaluations.  In 2010, Maxfield et al. also instructed organizations to provide staff with 
communication training and role-playing opportunities to combat silence.   
 Another method frequently mentioned in the literature is the establishment of a 
safety culture, where the organization commits to a preoccupation with safety.  Maxfield 
et al. (2010) states that a safety culture occurs where “people speak up effectively when 
they have concerns” (p. 10).  Literature also defines a safety culture as one “where people 
who know of or strongly suspect risks do speak up, even when they encounter resistance” 
(Maxfield et al., 2010, p. 12).  Singer et al. (2007) identifies a safety culture as a major 
component of ensuring “high reliability in hazardous industries” (p. 2001).  Singer et al. 
(2007) go on to say that this type of culture requires senior management to be involved in 
patient safety and to both hold knowledge of safety issues and take action on them.  
Garon’s (2012) study findings further support Sayer et al.’s (2007) notion that senior 
management is critical.  Garon’s (2012) study concluded that administration is key in 
promoting and shaping organizational culture.  It is important to note that while this body 
of knowledge expresses the role of leadership as a group influencing staff, empirical 
evidence is not provided to support these recommendations. 
Role of the individual. While leadership and organizations can do much to 
promote speaking up, researchers have also found individuals’ qualities are a factor when 
considering the likelihood of staff speaking up.  Landau (2009) studied speaking up in the 
organizational setting and identified that the quality of self-efficacy, one’s confidence in 
one’s own competency, was positively related to voice propensity. This finding remained 
true “regardless of whether the organization is conducive to employee voice” (Landau, 
2009, p. 48).   
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In line with this study’s findings are Lyndon et al.’s (2012) results in regard to 
healthcare personnel in labor and delivery units.  Survey results found that an individual’s 
self-assessed bravery and assertiveness correlated with the likelihood of speaking up.  In 
the same year, Garon (2012) published a qualitative study using focus groups and 
interviews with 33 registered nurses (RNs) from varying healthcare settings. Findings 
identified that an individual’s desire to do the right thing “gave them courage to speak 
up” (Garon, 2012, p. 366).  The author notes that this internal motivation was not 
previously presented in the literature, though it does align with Landau’s 2009 work. 
Factors That Challenge Speaking Up  
 Knowledge of factors that encourage speaking up in organizational and healthcare 
settings allows leadership to plan ways of incorporating them into culture and practice.  It 
is equally important for healthcare personnel to understand what factors challenge an 
individual’s willingness to speak up.  According to Okuyama et al. (2014), 
“Organisational research illustrates that, in many cases, people choose the ‘safe’ response 
of silence, withholding input that could be valuable to others” (pp. 2-3).  This section 
allows for the presentation of literature that describe factors that inhibit or prevent the 
practice of speaking up.    
 Challenges to speaking up in settings other than healthcare. The role of 
hierarchy and power has been noted to impact willingness to speak up.  Landau’s study in 
2009 showed a negative correlation between power distance and voice, where greater 
power distance served to decrease employees speaking up.  Beinefeld and Grote (2012) 
developed a tool to research speaking up in the airline industry.  After confirming 
reliability and validity, tools were emailed to captains, first officers, pursers, and flight 
44 
 
 
attendants, with 1,751 completed surveys returned.  Of the respondents, flight attendants 
were the largest group (n=849) and their results are included here because they align well 
with the demographics and status of nurses (Bienefeld & Grote, 2012).  Results showed 
that the main reason these participants elected not to speak up was fear of punishment 
(81%, n=690); “The second and third most frequently chosen reasons for flight 
attendants’ silence were feelings of futility (51%) and fear of damaging relationships 
(42%)” (Bienefeld & Grote, 2012, p. 5). 
 Challenges to speaking up identified in healthcare settings.  In the review of 
literature focused on healthcare setting challenges, the following themes were identified: 
role of relationships, team, and individual.  Literature applicable to each theme is 
presented in the following sections. 
 Role of relationships.  It was identified in the literature that several relationship 
characteristics impacted whether an individual would speak up or remain silent.  
Participants in Lyndon et al.’s (2012) study responded that feelings of intimidation left 
them less likely to speak up: “This negative relationship between self-reported exposure 
to disruptive behaviors and likelihood of speaking up” held true for both nurse and 
physician respondents, though it was less of a factor for physicians (p. 798).   
 Schwappach and Gehring (2014b) found a similar result when they studied 
speaking up in the oncology setting.  In their study, which consisted solely of nurses, 
“one third of participants expressed fears of negative consequences” when choosing 
whether to speak up (Schwappach & Gehring, 2014b, p. 4).  Nurses were mainly 
concerned with the following negative consequences: harsh “reactions, being labelled as 
‘difficult’, damaging good relationships, and the other individual’s personality” 
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(Schwappach & Gehring, 2014b, p. 4).  More specifically, 13 respondents argued that 
they would not speak up to those individual co-workers or supervisors known to be 
“difficult persons.”  Bleakley, Allard, and Hobbs (2013) studied orthopedic OR teams 
and found that when a surgeon was vocal in a manner that did not invite dialogue, the 
team was less likely to speak up.  While already mentioned in the section on how 
individual leaders positively influence speaking up, Salazar’s (2014) study bears 
repeating here.  In a randomized control study, medical students’ likelihood of speaking 
up was decreased when a surgeon’s comment discouraged them from asking questions. 
 Literature also identifies power and hierarchy as factoring into the decision-
making process on whether to speak up.  Schwappach and Gehring (2014b) determined 
during a qualitative study in the oncology setting that nearly all participants identified 
“hierarchical structures” as making speaking up difficult (p. 4).  Gillespie et al. (2013) 
expressed a similar finding after studying OR teams, explaining that effects of a 
hierarchal structure and a lack of stability in team membership may also compromise “a 
culture centered on safety” (p. 391).  Relating to this point is Schwappach and Gehring’s 
(2014a) quantitative vignette study, the results of which showed that healthcare personnel 
of lower hierarchical status were more uncomfortable with speaking up and felt increased 
difficulty in deciding whether to do so.  Reid and Bromiley (2012) summarize that speak 
up is negatively affected by hierarchal gradients.  
 Situational barriers to speaking up.  Beyond hierarchy, power, and negative 
consequences, interviewees have cited as major barriers to speaking up perceptions of 
limited time, the presence of witnesses, and feelings of futility (Schwappach & Gehring, 
2014a).  Okuyama et al. (2014) similarly found that when staff perceived that nothing 
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would be done about the situation in question, they were less likely to speak up.  In Uribe 
et al.’s (2002) study, nurses and physicians identified the following barriers in reporting 
errors: “fear of reprisal, lack of confidentiality, constraints on time, and lack of post-
reporting feedback” (p. 527).  These studies confirm that retaliation, leaders not 
following up on concerns, and staff feeling there is inadequate time to act all negatively 
influence staff members’ willingness to speak up.  These barriers may reflect leadership 
factors and/or organizational circumstances.   
 Role of the individual.  While organizations have a responsibility to understand 
factors that challenge speaking up, such as relationships and situational barriers, we must 
not forget that the individual plays a role in the decision, as well.  Using a quantitative 
research design, Kaissi et al. (2003) found that an individual’s lack of assertiveness 
presented a serious barrier to verbalizing patient safety concerns.  In another qualitative 
study, Espin et al. (2007) conducted interviews with 13 perioperative nurses.  Participants 
were provided with four patient care scenarios and then questioned whether they would 
report the error and provide their rationalization.  The researchers found a recurrent 
concept that nurses would not report errors they perceived as outside their scope of 
practice.  Interviewees cited the boundaries of their nursing knowledge, explaining, for 
example, that “we may not know exactly what [the surgeon] did, and since we’re not 
trained in the whole anatomy of it per se…he should be the one reporting it” (Espin et al., 
2007, p. 535).  While this study explored reporting responsibilities when errors or 
potential errors occurred, the finding that nurses may elect not to speak up when errors 
fall outside their perceived scope of practice is important because the major pretense of a 
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safety culture is that all persons speak up and that this expectation is not limited by any 
factors.  
Outside of individual characteristics, studies have captured several demographic 
factors when considering the likelihood to speak up.  Bienefeld and Grote’s (2012) study 
consisted of airline personnel and found that covariates of gender, age, and tenure did not 
differ significantly when relating to willingness to speak up.  Similarly, Salazar (2014) 
found no statistical difference when factoring in “personality traits, student training level, 
or sex” (p. 1001).  These study findings contrast with Schwappach and Gehring findings 
in 2014a.  When considering demographic factors in connection with likelihood of 
speaking up, quantitative results found that males, nurses, and younger personnel were 
significantly less likely to speak up.  It is important to note that this study included nurses 
but was not limited to them; 20 percent of the sample population identified as doctors 
(13%) or other professionals (e.g., pharmacists) (7%) (Schwappach & Gehring, 2014a). 
 Several barriers have been identified that impede the tendency for nurses to speak 
up in the hospital setting.  This knowledge can aid leaders, organizations, and other 
entities in ensuring that positively influencing factors are well-established and efforts are 
instituted to eliminate those that inhibit one’s willingness to speak up.  Lyndon et al. 
(2012) summarizes this second literature stream well when stating that “speaking up is a 
complex social process influenced by structural, personal, and group factors in the work 
environment, and that decisions about speaking up or remaining silent are dynamic, 
highly context specific, and may involve multiple decision points” (p. 792).  
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Interventions to Improve Communication 
Communication and its impact on safety are well-documented in both aviation 
and healthcare settings.  The previous sections address studies and literature 
demonstrating the impact of communication on safety and factors that affect its practice.  
This section addresses specific interventions that have been designed and/or implemented 
to support the practice of speaking up.   
Interventions in Aviation 
In light of terrorist acts, the Department of Homeland Security (DHS) recognized 
that travelers may possess unique information with the potential to save lives.  Thus, 
DHS created the “If You See Something, Say SomethingTM” campaign to encourage US 
citizens to alert officials of suspicious activity (Transportation, 2014).  Organizational 
literature has demonstrated that employees hesitate to speak up, so this campaign directed 
to airport consumers was an innovative way to increase the likelihood that officials would 
become aware of concerns. Most efforts in this industry have been directed at improving 
safety among aviation crew members through teamwork and communication, which 
resulted in part in the global requirement for crew training, or CRM.  One consistent 
component of CRM training focuses on communication skills among team members 
(Bleakley et al., 2013; Leonard et al., 2004).  Decades following CRM implementation 
have shown marked improvement with airline accidents.   
One specific goal of CRM, well-established since the 1970s, is to better prepare 
members of the team to speak up.  Bienefeld and Grote (2012) question its success and 
point out that even though “speaking up is strongly encouraged through sophisticated 
CRM training and supported by policies and procedures crew members of all 
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occupational groups still report a relatively strong tendency to remain silent in situations 
where they should speak up” (p. 8).  Their research found that crew members dedicated 
to a positive team climate, also an aim of CRM, could actually be suppressing their 
willingness to speak up (Bienefeld & Grote, 2012).  For example, study participants 
reported they would not speak up because of fear of damaging relationships and 
negatively impacting others.  In the end, the authors contend that training designed to 
promote aviation safety could be putting flights at risk because of the untoward effect of 
inhibiting speaking up to maintain a harmonious milieu.  
Regardless of Bienefeld and Grote’s (2012) findings, the airline industry 
generally accepts that CRM training is effective, despite the limited research 
documenting a direct relationship between CRM and airline safety (King et al., n.d.).  
Scholars point out that the overall reduction in airline accidents is adequate to support 
CRM’s continued use.   
Interventions in Nursing 
 Due to the successes attributed to CRM team training, other industries, 
particularly healthcare, have begun to utilize this method as a means of increasing safety.  
TeamSTEPPS is one specific example of a healthcare program developed in response to 
CRM’s use in aviation (King et al., n.d.).  The program aims to improve multiple skills, 
with communication as a key component.  Like CRM, though, TeamSTEPPS has been 
unable to provide empirical evidence of its effectiveness in improving safety outcomes, 
despite its favorable reviews (King et al., n.d.).  Efforts to produce supporting data are in 
the works; in the meantime, this program continues to flourish with new learners.  One 
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medical school is even exploring the possibility of formally incorporating TeamSTEPPS 
principles into its curriculum (King et al., n.d.). 
If training to improve teamwork and communication does not promote speaking 
up, and may even inhibit it, then there appears to be an opportunity to focus interventions, 
education, and programs specifically on promoting speaking up.  Sayre et al. (2012) used 
a quasi-experimental design to study the effect of an education intervention on speaking 
up for RNs.  Control and intervention groups were divided between two hospitals and 
convenience sampling provided 51 and 53 RNs, respectively.  The study found that those 
nurses assigned to the intervention group experienced a statistically significant increase 
in speaking-up responses on questionnaires from baseline data when compared to the 
control group.  Okuyama et al. (2014) found five studies that looked at the efficacy of 
speaking-up training, and each one found that learner performance improved following 
the educational intervention.  One major distinction between speaking-up training and 
programs like TeamSTEPPS and CRM is that its goal is not to promote teamwork and 
communication but to specifically encourage speaking up.   
The Quality and Safety Education for Nurses (QSEN; 2005) project was 
purposefully developed to improve healthcare by educating nursing students on quality 
and safety.  Six competencies with related knowledge, skills, and attitudes were identified 
to guide educators in developing curriculum that focused on quality and safety.  Targets 
for learners to achieve vary by competency but important to note is that teamwork, 
resolving conflict, and respecting differing views are addressed.  With this in mind, one 
must consider whether there is an overlap with CRM that could result in inhibiting 
speaking up because of QSEN’s focus on teamwork, resolving conflict, and respecting 
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differing views.  With several competencies to incorporate, educators need to be aware 
that an overemphasis on teamwork, resolving conflict, and respecting differing views, in 
particular could discourage communication of observed errors.  
 Maxfield et al. (2010) described a multifactorial approach marked by 
recommendations that organizations can use to support speaking up.  The authors purport 
that organizations need to establish a team charged with focusing on the speak-up 
initiative, which includes defining “perfect storm” moments that put safety at high risk, 
identifying behaviors that are vital to patient safety, and disseminating a compilation of 
strategies that departments can use to positively influence speaking up (Maxfield et al., 
2010).  Strategies include using training, scripting, and rewarding to help establish a 
culture in which an individual effectively speaks up when he or she has concerns.  
 One specific strategy, a daily unit huddle, was found to support nurses in speaking 
up (Goldenhar, Brady, Sutcliffe, & Muething, 2013).  Qualitative research including both 
interviews and focus groups explored the benefits of implementing a daily unit huddle in 
inpatient nursing units.  Goldenhar et al. (2013) concluded that through the daily unit 
huddle, nursing staff felt “more empowered to speak up and publicly express 
disagreement, even with those in ‘power’” (p. 903).  Goldenhar et al. (2013) found that 
the utilization of a structured method for communicating concerns had additional benefits 
and few challenges, but its effect on speaking up is most applicable to this literature 
review. 
Summary 
The literature reviewed here addresses the impact communication, more 
specifically speaking up, has on patient safety.  Numerous articles have been considered, 
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and a significant number have been presented to provide a working knowledge on the 
topic of speaking up to enhance safety and avoid medical error.  The literature review 
addresses the importance of communication in safety, factors that influence speaking up, 
and interventions designed to enhance communication for the purposes of improving 
safety.   
 Research demonstrates that speaking up is not consistently practiced.  Nurses are 
groomed to be advocates and can experience negative effects when they do not fully 
perform this function.  Factors such as leaders who are good role models; organizations 
with a safety culture; and nurses with self-assessed confidence, bravery, and assertiveness 
were found to increase the likelihood of speaking up.  Conversely, relationships 
influenced by intimidation and strong hierarchies, situational barriers such as futility, and 
time constraints led staff to hesitate in speaking up.  The literature review concludes by 
providing examples of interventions geared toward communication, teamwork, and 
speaking up to improve patient safety and better support the practice of speaking up. 
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Chapter 3: Research Methodology 
 The purpose of this research study was to further develop an understanding of 
factors that relate to nurses speaking up when faced with patient safety concerns.  By 
establishing the practice that nurses speak up when they observe concerns within 
hospitals, patient harm and death resulting from medical error can be prevented.  
Identification of predictors that positively affect a nurse’s willingness to speak up were 
drawn from archival Employee Engagement (EE) survey results and then expanded upon 
with interviewing.  The goal of this research was to better support nurses to speak up, 
thereby positively influencing patient safety.  
 This study aimed to answer four research questions, all of which stem from the 
central research question: How can hospitals better support nurses to speak up when there 
is a patient care concern?  
Quantitative 
1. How are staff perceptions measured with questions from an Employee 
Engagement survey related to staff willingness to speak up? 
Qualitative 
1. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of the role quality/process improvement has at their organization? 
2. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of how safety focused their organization is? 
3. How is willingness to speak up in the hospital setting related to the nurse’s 
perception of staff-physician relationships? 
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 In this chapter, the research design is explained and the rationale for the 
designated approach is addressed.  A description of both the research site and population 
are presented.  Research methods including data-collection and analysis procedures used 
are detailed.  Lastly, ethical considerations close this chapter, with a summary of how 
participants were protected. 
Research Design and Rationale 
 Careful study design is at the core of all good research.  Proper design requires 
careful planning, thoughtful consideration, and commitment.  When planning research 
regarding the phenomenon of speaking up, one must recognize that while much is known 
and available in the literature, there remains a chasm between expectation and 
occurrence.  Literature has shown through both qualitative and quantitative research the 
factors that promote and challenge speaking up, but the question remains of how 
hospitals can better support nurses to speak up when there is a patient care concern.  A 
mixed-methods approach was selected to answer this central research question.   
 A mixed-methods design employs a two-pronged approach to research, utilizing 
both quantitative and qualitative methods.  The general expectation is that the final 
product will provide a more comprehensive understanding than one method alone could 
provide (Creswell, 2015).  For this study, an explanatory sequential design was selected.  
This approach required collection and analysis of quantitative data first, and then 
qualitative methods were used “to help explain or elaborate on the quantitative results” 
(Creswell, 2015, p. 545).  The explanatory sequential design was chosen because it 
aligned with the research purpose and phenomenological approach.   After determining 
through quantitative analysis, the variables that impact individuals’ willingness to speak 
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up, the qualitative phase enabled the researcher to expand on the complexities of the lived 
experience of speaking up, which is the aim of phenomenology.    
 First, the researcher evaluated independent variables on the EE survey in relation 
to the outcome variable, which is focused on staff willingness to speak up when there is a 
patient care concern3 (Creswell, 2015).  The prediction research design was selected for 
the quantitative step of this study.  The employment of statistical analysis to predict the 
outcome variable marries well with the aim to identify variables within the EE survey 
that predicted a nurse’s willingness to speak up (Creswell, 2015).  
 The second step in the explanatory research design required the collection of 
qualitative data.  Once quantitative results were analyzed, the researcher considered the 
findings and selected participants to interview and questions to ask during the interviews.  
In this step, interviews of key stakeholders helped build on EE data findings by exploring 
the results in more detail (Creswell, 2015).  The interview component of the study 
provided for a comprehensive approach to findings where participants’ lived experiences 
were explored in light of quantitative findings.  A small number of interviewees was 
identified, which is consistent with the phenomenological approach for qualitative 
research (Creswell, 2013). By utilizing a qualitative component, the researcher could 
explore the phenomenon being studied by posing open-ended questions with the goal of 
learning from the interviewees’ words more about the variables of focus (Creswell, 
2015).    
                                                
3 The actual wording of the outcome and all other variables from the EE survey used for analysis in this 
study are not specifically detailed for proprietary reasons, since this survey is a commercially available 
tool. 
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 In summary, the research study used a mixed-methods approach, where 
quantitative analysis was first used to identify factors on the EE survey that were 
associated with willingness to speak up.  This step was followed by interviews, where 
participants expanded on the quantitative data findings by explaining how their own lived 
experiences connected to the story the data told.  Together, these methods provided the 
answer to the central research question, how can hospitals better support nurses to speak 
up when there is a patient care concern? 
Site and Population 
 Information about the target population and site is described here to provide the 
reader context for this research study. 
Site 
 The approved site for procurement of data is ABC Hospital, a privately-owned 
healthcare organization.  ABC Hospital provides both inpatient and outpatient services 
delivered at the organization’s acute care hospital and outpatient satellite locations.  The 
healthcare organization includes a relatively small, rural hospital that provides general 
medical, surgical, and emergency services to the surrounding community.  The hospital is 
licensed for over 200 inpatient beds, and the average daily census ranges from 130 to 200 
patients.  Overall, the census volume has increased in the last 12 months.   
 While the types of care this hospital provides its community has grown, it 
continues to transfer certain patients that require more specialized treatments to larger 
hospitals within and outside of the state.  Not only have the types of services grown, but 
the number of employees and providers has also increased in recent years.  Currently, the 
hospital employees over 2,500 team members, 200 physicians, and 450 volunteers.  Also 
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notable is that this organization is an independent hospital and not part of a larger 
hospital system, which is common for many healthcare entities today.    
Population Description 
 Nurses working in the acute care hospital setting made up the target population 
for this study.  The archival data accessed for the study came from one hospital’s EE 
survey results for 2015, which had a strong response rate (96%).  Overall, 2,580 
employees responded to the survey; of those, 657 were RNs.  
 Demographic data specific to the nursing population cannot be provided, but a 
picture of the organization’s general demographics is presented here.  As an organization, 
the 2015 EE survey found that most staff are white (76%, n=1489) and female (79%, 
n=1571).  The next two largest racial groups represented at the site were black or African 
American, at 7.7 percent (n=151), and Hispanic or Latino, at 2.3 percent (n=46).  Age 
ranges for employees are evenly dispersed between 18 and 74, with the 50-54 age bracket 
making up the largest group, at 15 percent (n=282).  
Site Access 
 Initial discussions about access were derived through informal conversations 
between the researcher and contacts at the community hospital.  Involving these leaders 
early in the research study was key to gaining their input and engaging them in the 
study’s benefits (Russ-Eft & Preskill, 2009).  Relationships were preexisting between the 
researcher and the target site leaders, which facilitated access since these connections 
assisted the researcher in obtaining required permissions, such as the research site’s letter 
of permission. 
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 The researcher’s access to the de-identified respondent-level master file of EE 
survey results was challenged by the Human Resource (HR) director’s access to this level 
of data.  Collaboration between the director and researcher included meetings in 2016 on 
June 30, July 15, and August 3, and December 2 to discuss the data and permissions 
needed.  In addition, there were multiple phone calls, emails, and brief face-to-face 
interactions during this time, especially in the period between August and December.  
Through the researcher’s continued efforts, the HR director’s interest in the study and 
willingness to help, and the EE survey vendor, permissions to access data were formally 
approved. 
Research Methods 
 The research methods selected for implementation in a research study have far-
reaching effects, including on the type and volume of data obtained.  This section 
provides a description of the research methods utilized in the study, along with the stages 
of data-collection and data analysis procedures.   
 The two methods of data collection used in this research study included analysis 
of archival and interview data.  Each of these methods is addressed below in a 
comprehensive discussion of the EE survey tool and the interview process.   
Archival Data 
 Instrument description. Archival data was gathered in 2015 using a third-party 
vendor-supplied survey.  It is a well-established commercially available tool for 
surveying EE in healthcare.  The vendor in question is a giant in the healthcare industry 
and is both well-known and respected.  The tool consists of 78 questions that the 
respondent answers using a five-point Likert scale.  Due to proprietary reasons, a full list 
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of survey questions is not available in this dissertation.  All survey questions are closed, 
meaning there is no opportunity for comment with narrative feedback.  In addition, the 
EE survey collects demographic data, such as gender, race, and age, as well as work 
characteristics, including years of service, position type, nursing unit, and type of shift.  
The survey question of most importance to this study focuses on willingness to speak up 
when there is a patient care concern.  This question was used as the outcome variable the 
researcher considered in relation to all other variables studied. 
 Participant selection. When the EE survey was deployed by the research site, all 
employees were surveyed and 2,580 responded.  Employees included physicians, nurses, 
clerical staff, teaching staff, service workers, and more.  The present research study was 
originally intended specifically for acute care nurses, but the data set provided by the 
research site was devoid of all demographics, making it impossible to segregate nursing 
staff within the respondent-level file.  The research site did, however, isolate 11 nursing 
units, seven inpatient nursing units and four outpatient nursing units.  The researcher 
decided to analyze only the respondents from the inpatient nursing units because the body 
of literature on which this dissertation focuses explores speaking up mainly in inpatient 
units.  This decision resulted in 321 survey responses being analyzed.  Of these 
respondents, 65% (n=208) were RNs, 30% (n=94) were nursing assistants, and patient 
care techs made up 30%; the remaining 5% (n=19) were undefined.  While the focus of 
this research study was nursing staff, limitations in the data set did not allow for complete 
isolation of those respondents. 
  Identification and invitation. Identification and invitation were not required for 
the quantitative component of this research study because the data was collected in 2015. 
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 Data collection. The EE survey was administered in 2015 and collected via 
electronic format using vendor-hosted means.  Since the data had already been collected, 
the researcher needed only to gain access to it by working through the appropriate Drexel 
University and ABC Hospital channels.  Data was stored on the researcher’s personal 
computer with a unique login, which was password-protected and had limited Internet 
access to protect from external threats. 
Interviews 
 Instrument description.  The entire interview process, including participants, 
questions, and timing, was dependent on the quantitative research completed in the first 
phase of this study’s mixed-methods design.  The purpose of interviewing participants 
was to review the data findings and probe interviewees for their perspectives on the 
findings’ rationale.  These additional conversations enabled the researcher to more fully 
satisfy this study’s research questions.    
 A semi-structured approach was used in which the researcher developed questions 
in advance but also allowed for organic development of follow-up questions as the 
interviews unfolded.  Pre-determined questions were developed as required by the IRB 
approval process, but they allowed for data findings to be added once quantitative 
analysis was completed (see Appendix A).  All interview questions were pilot-tested by 
the researcher with a nurse not from the research site.  Ravitch and Carol (2016) explain 
that piloting instruments allows for revision and refinement of the tool.  After pilot-
testing, the researcher discussed the tool with the dissertation chair and made minor 
revisions to the planned questions as needed.   
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Three interview questions, questions 3, 4 and 5, came directly from the 
quantitative analysis of the EE data.  In each case, the specific EE survey questions 
related to the interview question were provided to the interviewee to help the participant 
focus his or her responses on the data.  For example, when the quality/process 
improvement question was asked, the seven EE survey questions with strong links to 
speaking up were handed to the interviewees as a list so they could read each one.  This 
same process was repeated for the four safety focused questions and one staff-physician 
relationship focused question. 
 Questions were developed through close collaboration with the dissertation 
committee to ensure appropriateness.  The purpose of the planned questions was to guide 
the interviewee to illuminate rationales for the data findings and opportunities for how 
the organization can use these findings to better support nurses in speaking up.  Semi-
structured interviews were desirable because this approach permits the interviewer to ask 
clarifying questions and collect meaningful, rich examples of unplanned variable data 
(Doody & Noonan, 2013). 
 The researcher is a long-standing employee at the research site, and as such, had a 
relationship with each interviewee.  Taking into consideration that pre-existing 
relationships may incite bias or impact participant willingness to engage in the interview, 
it was critical for the researcher to bracket her own viewpoints and opinions so as not to 
influence interviewees.  Relationship ties may have been beneficial, however, by helping 
interviewees feel comfortable sharing their perceptions.  All interviews were held in 
private settings and conducted individually to help put participants at ease while sharing 
potentially sensitive experiences.  These factors were ideal for the interviewer and 
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interviewee to engage in comfortable conversation.  The interview process held a two-
fold advantage.  First, the researcher could more fully explore the data.  Second, early 
discussions of the EE survey analysis had the potential of enabling the research site to 
begin considering how as an organization it can better support nurse willingness to speak 
up.  
 Participant selection.  Participant selection was driven by EE survey data 
analysis.  The researcher aimed to have participants elaborate on the specific quantitative 
findings.  Thus, the researcher hand-selected five interviewees, two leaders and three 
bedside nurses, by applying both non-probability and convenience sampling.  Participants 
with different roles were purposely selected so they could provide unique perspectives on 
the data results. The two leaders (LDs), Interview 2 and Interview 3, filled director-level 
or higher positions.  Three bedside nurses (BNs), Interview 1, Interview 4, and Interview 
5, worked in different inpatient units at ABC Hospital. The term bedside nurse is used to 
describe a nurse who works on a unit giving patient care at the bedside.  Of the five 
interviewees, four had previously worked as nurses in other institutions.  Years of 
experience in the nursing field varied greatly, ranging from less than five years to more 
than 20.  Additional data regarding demographics would provide more context when 
considering interviewee responses, but given the size of the town where the hospital is 
located, it would be irresponsible to share further details.  Instead, the researcher chose to 
limit demographic information because maintaining participant anonymity is paramount 
to conducting ethical research. 
 Identification and invitation. Identification and invitation of participants began 
promptly after data analysis of the EE results concluded.  The period extended from late 
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February to early March 2017.  Invitation occurred through informal communication and 
progressed to identifying interview times that were conducive for the interviewees’ 
schedules.  
 Data collection.  The researcher conducted all interviews.  Meetings were held in 
either the interviewee’s office or another mutually agreed-upon location.  Each interview 
was recorded using the Voice Memo function on the researcher’s iPhone.  Data was then 
transcribed and stored on the researcher’s personal computer as “Interview 1” through 
“Interview 5.” 
Since the interviews were recorded, minimal notes were taken during the 
interview process to guide the researcher in developing follow-up questions or note 
responses that might need clarification.  For questions that related to data, the researcher 
provided a print-out of the specific questions on the EE survey that related to the 
question.  The printout was provided as a tool to inform interviewees of the precise EE 
survey questions of interest and allow them to consider their own experiences related to 
these specific factors.   
Memo-writing was used after each interview to comprehensively archive themes, 
responses, and reflections that surfaced in the immediate period following the interview.  
Ravitch and Carl (2016) explain that memos are best when scheduled periodically 
throughout the research, and they encourage their use to support validity.  Birks, 
Chapman, and Francis (2008) similarly support memo writing, noting that it allows the 
“qualitative researcher to better engage with their research to a greater degree,” 
intensifying the researcher’s relationship with the data (p. 69).   
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Data Analysis Procedures 
 Quantitative analysis.  Quantitative analysis of EE survey data relied on the use 
of SPSS programming available on the researcher’s personal computer.  Data was 
analyzed to identify variables that were positively associated with the outcome variable 
focused on staff willingness to speak up when there is a patient care concern.  Analysis 
began with descriptive statistics calculated as frequencies and percentages; then, 
Spearman’s correlations were calculated.  A Spearman’s correlation test was used 
because all variables in the data set were categorical.   
  The researcher chose not to utilize Bonferroni correction, which is meant to 
“reduce the chances of obtaining false-positive results (type I errors),” because the 
“probability of identifying at least one significant result due to chance increases as more 
hypotheses are tested,” such as in the case of this study, where one data set was used to 
evaluate significance with 63 variables (Napierala, 2012, p. 40).  In cases where studies 
are focused on high stakes relationships, where jobs, pay or certifications may be 
jeopardized by the findings, it is indeed necessary to err on the conservative side by 
correcting for false positives.  This research instead is exploratory in nature and so the 
need for a cautious approach in regard to false positives is not indicated.  For the 
purposes of this study, it was preferable to identify a higher number of potential 
opportunities in the work environment that may have been missed by implementing 
Bonferroni correction. 
 Data analysis identified associations between the EE survey questions and the 
outcome variable.  Of the 78 survey questions, 18% (14 questions) were not considered 
for quantitative analysis in this study.  This decision was based on the study’s purpose, 
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which was to identify opportunities for hospitals to better support nurses to speak up; the 
questions that were removed from consideration dealt with topics such as efficient use of 
resources, work-life balance, fair compensation, and diversity.  Thus, statistics produced 
from these questions would not have provided meaningful data to support this research 
agenda.  This elimination left 64 questions, with one being the outcome variable. 
Spearman’s correlations were calculated for 63 questions.  The researcher relied on the 
standard scale for determining strength with Spearman’s rho.  Spearman’s rho from 0.4-
0.6 are indicated as moderately linked, and 0.6-0.8 are strongly linked.  There were not 
any Spearman’s rho calculations below moderate or above strong levels. 
 Qualitative analysis.  Before formal qualitative analysis methods were used, the 
researcher listened to each interview recording in its entirety. For the purposes of 
verifying transcriptions, each interview recording was again played and compared to the 
transcript.  The full qualitative manuscript was then read through in an unstructured 
manner, allowing for data immersion and the discovery of insights and connections 
(Ravitch & Carl, 2016).  Precoding, a form of open coding, was subsequently used in 
which the researcher circled, underlined, and made margin notations on the interview 
scripts (Ravitch & Carl, 2016).   
 Formal coding procedures began after importing the transcripts into an electronic 
file, where labeling included line, interviewee, and question number to enable sorting and 
filtering functions.  Organizing data sets, such as the labeling methods used in this study, 
are a necessary step in qualitative research “because of the large amount of information 
gathered during the study” (Creswell, 2015, p. 237).  Summative analysis began with 
structured readings, where the researcher studied the data specifically focusing on the 
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research questions.  The researcher also identified significant terms with in vivo coding 
and developed “a list of nonrepetitive, nonoverlapping statements,” which were 
organized into groups of supportive and inhibitive factors (Creswell, 2013, p. 193).   
Isolating statements was a critical step because analysis of these statements led to 
the identification of six parent and seven child, or sub-themes, codes.  Each of the codes 
and code abbreviations are listed and defined in Table 1.  The following six parent codes 
were identified in the process: Charge and Teaching (CT), Non-Punitive (NP), 
Novice/Young (NN), Positive Recognition (PR), Professional Integrity (PI), and 
Relationships (RLT).  The term charge nurse used in the definition for the Charge and 
Teaching code refers to the nurse who has been assigned responsibility on a unit for a 
specific shift.   
  In analyzing the data, it was necessary to identify the parent code of Professional 
Integrity to exemplify the importance that organizational and leadership characteristics 
and behaviors have on speaking up.  The following seven child codes or sub-themes were 
identified within the category of Professional Integrity: Accountability (ACY), Action 
(ACT), Common Goal (CG), Safety in Anonymity and Confidentiality (SA), 
Professionalism (PF), Process (PRO), and Value Employee Voice (VEV).  After defining 
codes, the full manuscript was read with one code at a time in mind to identify all 
locations where the code was referenced.   
A modified validity strategy was then employed whereby one dissertation 
committee member reviewed a sampling of codes, code definitions, and interview 
statements, with the purpose of verifying appropriateness of coding, see Appendix B.  
The multiple coding method was beneficial to address concerns related to subjectivity 
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with interpretation and analysis (Ravitch & Carl, 2016).  The dissertation committee 
member confirmed that 15/15 sample statements did fit within the definition/theme 
indicated for 100% interrater accuracy. 
 
 
Table 1  
Qualitative Codes and Definitions 
Parent Code Child Code   Definition 
Professional 
Integrity 
  PI@ Displaying characteristics and behaving in a manner that 
encourages staff to speak up.  Includes child codes of:  
Common Goal 
Process 
Professionalism 
Accountability 
Value Employee Voice 
Action 
Safety in Anonymity/Confidentiality  
  Common Goal CG@ The idea that a nurse’s and hospital’s goals are the same 
  Process PRO@ How processes and policies in a hospital impact a nurse’s 
willingness to speak up 
  Professionalism PF@ Nurse’s perception that the response of the individual to whom 
he/she spoke up was appropriate and respectful 
  Accountability ACY@ Whether rules and values are upheld in an equitable manner 
  Value 
Employee 
Voice 
VEV@ Nurse’s feeling that his or her input and concerns are valued 
  Action ACT@ Perception that actions or improvements will be undertaken after 
a nurse speaks up 
  Safety in 
Anonymity and 
Confidentiality 
SA@ Safety in knowing that if desired, confidentiality will not be 
broken 
Relationship   RLT@ How staff-physician relationship may impact a nurse’s comfort in 
speaking up 
Charge and 
Teaching 
  C@T The charge nurse, who is assigned responsibility on a unit for a 
specific shift, can collaborate with and teach other nurses to 
speak up 
Positive 
Recognition 
  PR@ Recognition after speaking up can encourage the future decision 
to do so 
Non-Punitive   NP@ Speaking up is influenced by whether one perceives that there 
will not be punishment or retaliation afterward 
Novice/Young   NN@ Younger age and less experience may decrease a nurse’s 
willingness to speak up 
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Tables 2-13 provide the interview number, interviewee’s role, and typical 
statements from the transcripts that fit within each code’s definition; this data is intended 
to give the reader more context for this study’s coding.  For example, Table 2 for 
Common Goal includes examples of statements that fit within this code’s definition, such 
as Interview 5’s (BN) statement, “It's not about you or me; it's about the greater good.  If 
they keep hammering that message home, then I think that ultimately filters down to 
people.”   At times, interview wording was altered; these changes are indicated within 
brackets. For example, the phrase “[electronic reporting submission]” was used to refer to 
a term unique to ABC Hospital so that research site anonymity could be maintained.  
Alterations were used conservatively and solely to maintain the research site’s anonymity 
by removal of specific organizational terminology or details that, if published, could lead 
to identification of the organization.  Additional details regarding coding are provided in 
Table 14, which indicates frequency of code emergence delineated by question and 
interviewee.   
Stages of Data Collection 
 Quantitative data for this study was collected by the research site in the fall of 
2015.  The researcher accessed the necessary data by working closely with the Director 
of Human Resources at ABC Hospital, who is the researcher’s liaison between the 
hospital and the EE survey vendor.  The vendor’s mandatory agreement letter, required 
before data could be supplied, was signed in the fall of 2016.  Through continued 
collaboration with the Director of HR at ABC Hospital, the master respondent-level file 
was made available in Winter 2017.  With much planning, qualitative data-collection 
occurred over a four-day period spanning from March 6, 2017 through March 9, 2017.  
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Each participant was scheduled for an hour-long interview, and no more than two 
interviews occurred in one day.     
 
Table 2  
Coded Statements for Common Goal 
Interviewee Role Statement 
2 LD And again, it all comes back to that patient. There's no other reason. You're not doing it to 
try to get out of, get out of work earlier, finish your work quicker, you know, try to avoid 
something. No. You're doing it all coming back to, this is, "I'm not doing this for anyone 
but the patient. I'm not doing it for me, I'm not doing it for you. I'm doing it for the patient. 
This is the right thing to do. You need to listen to me." And that, you have to keep doing 
that.  
2 LD So, again, I do think that when people feel people care, you're gonna’ be more willing to 
speak up, um, and be less concerned about that.  
4 BN Because it's everyone's goal.  It's, it's like a group, a group effort, where everybody has this 
same, same quality measures, the same expectations. We're supposed to all be focusing on 
the same steps to make sure we have the same end result with the quality. 
5 BN It's not about you or me, it's about the greater good. If they keep hammering that message 
home, then I think that ultimately filters down to people. 
5 BN If it is a priority right up to the tippy top of the organization, then that should filter down in 
kind.   
 
 
 
Table 3  
Coded Statements for Process 
Interviewee  Role Statement 
1 BN Yes, the [electronic reporting submission] is black and white, that kinda’ stuff is good, you 
know, that's why I CC all my emails. 
2 LD There’s a chain of command, you know. "If there's a problem, please say something, please 
speak up. This is what you should be doing for your patients."   
3 LD I think you see more of it in [electronic reporting submission]'s because they feel that's a 
safe venue. 
4 BN Okay, so this is what I've done, here's the policy. I did exactly what I was supposed to do. 
This has been the outcome. I didn't do anything wrong. 
5 BN The face time, the getting around, um, because of [Daily leadership rounds], I see the VP of 
nursing a lot more than I used to. I think that management by walking around is again ... 
uh, it's an oldie but a goodie. Um, it's an old strategy that at [research site] was never really 
employed, and now because of these [daily leadership rounds], there's a process in place to 
kind of make that happen. 
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Table 4  
Coded Statements for Professionalism 
Interviewee  Role Statement 
1 BN So sometimes you do have to be responsible for something negative, so that it can get 
better. But she'll ignore that because she only wants herself surrounded by something that 
makes her look good.   
3 LD That needs to be fixed, so I do think that's key and I think, you know, from a leadership 
standpoint, we need to walk the walk and actually, you know, us going back to the units 
and speaking up about things that maybe we know is going on on the unit and, you know, 
what can you do to help fix it?   
3 LD So I think if they feel the manager is, you know, present, listening to the staff, following 
up, I think this manager, if ... You know, if they're comfortable speaking up to this 
manager, this manager's also one that is very good at communicating what they've done, 
what they can't do. 
4 BN Staff feeling supported in us speaking up is listening, just to listen.  
4 BN It's the person that is in that role. And most of the time, if they are a true professional, I feel 
like they are always approachable. I feel like there's confidentiality. I feel like there's 
respect. I feel like they are there for that reason, and if they are professional, it is where you 
should be comfortable to go. 
4 BN But I think the fear of speaking out is more of how it's handled professionally versus 
unprofessionally. There's a way to handle it and a way not to.  
 
 
 
Table 5  
Coded Statements for Accountability 
Interviewee  Role Statement 
1 BN You throw the rules out there, but then you're only holding some people accountable for 
them. 
2 LD And again, if there's a, you know, if the physician or else, you know, other nurse or 
whoever, if they're acting out inappropriately, then we can make sure we let your 
supervisor know and then that can go along, you know, that track. And that's the other 
thing, too; I think people forget that it's not okay. 
2 LD After it happens, you know, we'll support you so that if there's any issues or problems or 
repercussions or something like that. 
3 LD So let's say if a doctor and a nurse get into an argument for whatever and have some kind of 
disagreement, nursing or staff has seen ramifications on them and they kinda’ feel there's a 
double standard where the physician's never held accountable for their behaviors or their 
actions.  
4 BN Follow through – that if there's a problem or there's any retaliation or there's any issues. 
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Table 6  
Coded Statements for Value Employee Voice 
Interviewee  Role Statement 
3 LD So really encourage them to be part of the solution and I think that helps with engagement 
because now, you know, if I'm involving the person in part of the solution, I want their 
feedback, you know, they see themselves as more valued... I think, because, "Oh, wow, you 
know, they actually asked me my opinion on how to fix a problem.” 
4 BN I think wanting to hear from your staff is very important. 
4 BN Come back to us with answers. So, you were able to, you know, feel that your question was 
important because they followed up with you. 
5 BN That "Hey, I have a voice. I complained about this, those ... steps were taken to address it 
and now my complaint issue has been resolved." That positive feedback is more 
empowering and more likely to encourage speaking up than, "I complain and complain and 
complain and nothing happens, so why bother anymore?” 
5 BN [RE: Daily leadership rounds] it shows that yes, we care about what your unit is doing to 
improve quality, we care enough to come every day to look at what your results are. We 
take time out of all of our meetings and our priorities to come and do this front line so you 
see us caring about it and also we can hear from you what the issues are. 
 
 
 
Table 7  
Coded Statements for Action 
Interviewee  Role Statement 
1 BN Not everyone's like that, but yeah, even though I'm, I don't trust, I still would do things if I 
thought an outcome would happen. 
1 BN But when I think there's no outcome and there's no trust, then that's really gonna’ stop me. 
3 LD I think we're seeing more of it because I think we're seeing more comfort level to speaking 
up and I think laying the, um, you know, once they see something is done about it, they're 
probably a little bit more comfortable. 
3 LD But I think if they see it and they ... they, if they, I don't know, so if they see results ... 
happen from something that they brought up, that they maybe were afraid to bring up, it 
just, it just gives them more of that comfort level to, you know, down the road, even though 
it might be the smallest little thing, I'm gonna’ bring it up because, you know, it's ... it's the 
right thing to do.   
5 BN That action encourages more feedback. That "Hey, I have a voice. I complained about this, 
those ... steps were taken to address it and now my complaint issue has been resolved."  
 
 
 
Table 8  
Coded Statements for Safety in Anonymity and Confidentiality 
Interviewee  Role Statement 
1 BN When you have an organization that allows people to talk without repercussions, um, you 
don't breach their trust. 
1 BN And there's so much that has happened that I really wanted to report or say and I will not do 
it, 'cause I don't trust HR, I don't trust the director, I don't trust the manager. 
1 BN I feel like when you have a paper trail, you build the confidence in your people that they 
can talk because you're not gonna’ try to burn them. So I think if they started doing things 
like that, like, "I'll sign this, you sign this," or not putting your name and you prove to 
people that they're not the target, then I think people would be way more inclined to do that. 
3 LD They might not be afraid to speak up, but they're gonna’ speak up differently, so I think 
it's...gonna’ be more anonymous and more via the [electronic reporting submission], so it's 
more of a non-verbal speak-up than it is a verbal speak-up. 
4 BN Confidentiality is a must. 
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Table 9  
Coded Statements for Relationships 
Interviewee  Role Statement 
1 BN So for me, um, when you work together and you have more of a relationship, it's ... You 
can be more open to discussing concerns. 
2 LD I think that's, once again, almost any relationship, you know.  Sometimes, it's easier to pick 
up someone's else flaws if you don't really know 'em that well. [Laughs] And if you don't 
really have a past history and work really well together, you may be more willing to say, 
"Hey," versus if you got a great relationship with someone, you may be a little bit more 
reticent and kinda’ go, "Let me, let me see how this might play out," or "Let me  work 
around it, you know," work around. Like, maybe I won't even let the physician know that 
that happened, but maybe I'll just fix it.   
2 LD From my own experience only, I find it much better when you know the physician and you 
can interact with the physician more frequently. 
3 LD So I think culturally here, we had physicians and nurses actually work more in tandem on 
projects or committees, where they're much more interactive working together versus, you 
know, we have we have some nurses but it's usually managers and stuff that would sit in 
your departmental meetings. 
4 BN Yeah, because I feel like working together as much as we do, I can't imagine not feeling 
like that helps me feel like I can approach them. 
 
 
 
Table 10  
Coded Statements for Charge and Teaching 
Interviewee  Role Statement 
1 BN So, I report it to the charge nurse, ‘cause management wasn't there and I just like got 
nodded at. 
2 LD And so, I was in charge frequently as a charge nurse, and many times staff would ask me to 
call on their behalf. And it would depend. So sometimes I would do that depending on the 
nurse, and also sort of trying to teach them how to do that in the future, because I may not 
be around and they have to be able to do this on their own.  So sometimes I'd actually have 
them be right there when I contact the provider. 
2 LD I don't know how you're gonna’ learn without having someone show you how to do that. 
4 BN So the one nurse came to me since I was the charge nurse and was like, "Will you please 
call? I've already called." And I was like, "Absolutely." So, even though I might be 
nervous, I'm still gonna’ call because she's coming to me and she's wants me to call, so I 
call. And it works out fine. Yeah, it did. 
4 BN It’s even helpful for the relationships with the nurses. You know, if they don't feel 
comfortable doing something for whatever reason and they're coming to me [charge nurse] 
just because they just feel more comfortable asking me, I would never wanna’ disappoint 
them. So, even if I'm intimidated or nervous, I'm still gonna’ do it for them.  
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Table 11  
Coded Statements for Positive Recognition 
Interviewee  Role Statement 
3 LD Highlight that kinda’ stuff that they fix, again, celebrate, highlight, recognize, put it in 
[organization’s newsletter], do all that kinda’ stuff. People actually then, you know, they ... 
Some people want their name in the spotlight, so it kind of pulls them in to be engaged. 
5 BN And the more positive encouragement, feedback, recognition a person receives when they 
... It's like a good catch program; you get a parking spot if you made a really great catch, or 
you get recognized, I mean all of that I feel like is positive recognition. 
5 BN The positive encouragement, I think, is already done. I think it needs to filter down a little 
bit more so those interpersonal issues that I'm, I'm afraid of getting in trouble that I'm 
ratting you out, you know, of getting in trouble and such that I'm going to have retaliation 
in some fashion for speaking up about you or about something you did. 
5 BN Well, again, the, you know, you do a [electronic reporting submission], boom, you've had a 
good catch, you get a nice little certificate that can be parlayed into your annual 
performance appraisal. 
5 BN That positive feedback is more empowering and more likely to encourage speaking up. 
 
 
 
Table 12  
Coded Statements for Non-Punitive 
Interviewee  Role Statement 
1 BN I don't think that someone should walk out of a room after they speak up and be worried 
about who's gonna’ find out or that they're gonna’ be in trouble or, "Should I have said 
that?" I feel like you should walk out and you should think, "Okay, good, I did the right 
thing, I said what I was supposed to say, and something good may happen for this. And if 
not, at least I told somebody so that hopefully this doesn't happen again." 
1 BN But I don't because I want my job and I feel like once you cross that line and you start 
really holding people accountable for what they do to you then you can jeopardize your 
job. 
2 LD And there's a process because people are, all were doing it, you know, "Okay, great. 
They're all doing it, I can do it," you know. Again, I feel supported because everybody's ... 
That's just the way it is. Like, that's just how the environment is.   
4 BN Because if you can do things anonymously, it's helpful. I think that's that whole fear of 
punishment, or fear of backlash. 
5 BN But people often feel like they're gonna get in trouble, like it's a ... a warning notice will be 
issued if they get- end up in a [electronic reporting submission]. 
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Table 13  
Coded Statements for Novice/Young 
Interviewee  Role Statement 
1 BN Physician assistants especially; they were close to our age and they are easily approachable 
and it’s less ... It's more casual, less professional; we can just say, "Hey, can you come help 
me, I am ..." You know, "I need this or that.” 
2 LD So again, I think it's very difficult for brand new people, you know, nurses or any 
clinicians, brand new folks that may not have that past experience. 
3 LD I do believe that the newer nurses, newer, younger physicians have a much more collegial, 
collaborative relationship than older staff or more seasoned staff. 
3 LD Let's say it's a new nurse against a seasoned nurse, it's the new nurse telling a seasoned 
nurse that they're not doing something right and culturally, how is that accepted?  It's 
definitely an issue within healthcare. 
5 BN But I don't know that everybody, especially if they're, like, new to the workforce, feels like 
they can do that. They can self-report like a med error ... without feeling like they're going 
to get "written up" for that. 
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Table 14  
Frequency of Code Emergence by Question and Interviewee 
  Question 1 
Question 
2 
Question 
3 
Question 
4 
Question 
5 
Question 
6 
Question 
7 
Interview  
Frequencies 
Interviewee 
1 
BN 
ACT-3 
CT-2 
SA-4 
  
ACT-3 
PF-2 
RLT-1 
NP-1 
PRO-1 
NN-1 
RLT-3 
SA-1 
ACT-4 
ACY-4 
CT-1 
NP-2 
SA-4 
ACY-1 
NP-1 
PRO-1 
SA-4 
ACT-10    PF-2 
ACY-5      PR-0 
CG-0        PRO-2 
CT-3        RLT-4 
NN-1        SA-13 
NP-4         VEV-0 
Interviewee 
2 
LD 
CT-3 
CG-1 
NN-1 
ACY-2 CG-2 PRO-1 NP-1 
RLT-2 
SA-1 
CT-2 
RLT-1 
ACY-3 
NP-1 
PRO-1 
ACT-0      PF-0 
ACY-5      PR-0 
CG-3        PRO-2 
CT-5        RLT-3 
NN-1        SA-1 
NP-2        VEV-0 
Interviewee 
3 
LD 
NN-1 
ACT-2 
NP-1 
PRO-1 
SA-1 
ACT-4 
PF-2 ACT-1 
ACY-2 
NN-1 
SA-2 
ACY-1 
RLT-1 
ACY-1 
NP-1 
PF-1 
PR-1 
VEV-1 
ACT-7       PF-3 
ACY-4      PR-1 
CG-0         PRO-1 
CT-0         RLT-1 
NN-2        SA-3 
NP-2        VEV-1 
 
 
Interviewee 
4 
BN 
CT-1 
PF-1 
PRO-1 
VEV-1 
CG-1 
PRO-1 
PF-1 
PRO-1 
CT-1 
RLT-3 PF-3 
NP-1 
PF-1 
SA-1 
VEV-7 
ACT-0      PF-6 
ACY-0      PR-0 
CG-1        PRO-3 
CT-2        RLT-3 
NN-0        SA-1 
NP-1         VEV-8 
Interviewee 
5  
BN 
  VEV-1 
ACT-1 
CG-2 
NP-2 
PR-1 
PRO-2 
VEV-1 
NN-2 
NP-1   
ACT-2 
CG-1 
PRO-3 
ACT-2 
PR-3 
PRO-1 
VEV-2 
ACT-5       PF-0 
ACY-0      PR-4              
CG-3        PRO-6 
CT-0        RLT-0      
NN-2         SA-0 
NP-3         VEV-4 
All 
Interviewees 
ACT-3 
CT-6 
CG-1 
NN-2 
PF-1 
SA-4 
ACT-2 
ACY-2 
NP-1 
PRO-2 
SA-1 
VEV-2 
ACT-8 
CG-5 
NP-2 
PF-4 
PR-1 
PRO-4 
RLT-1 
VEV-1 
ACT-1 
NN-2 
NP-3 
PF-1 
PRO-2 
ACY-2 
CT-1 
NN-2 
RLT-8 
SA-4 
ACT-6 
ACY-5 
CG-1 
CT-3 
NP-2 
PF-3 
PRO-3 
RLT-2 
SA-4 
ACT-2 
ACY-5 
NP-4 
PF-2 
PR-4 
PRO-3 
SA-5 
VEV-10 
 
ACT-22  PF-11 
ACY-14  PR-5      
 CG-7      PRO-14   
CT-10      RLT-11 
NN-6       SA-18 
NP-12          
VEV-13 
Question 
Total 17 10 26 12 17 29 35   
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Ethical Considerations 
 It is critical that researchers look beyond the benefit that can come from studies 
and consider untoward effects that could occur as well; “Consideration of research ethics 
constitutes an integral part of the development and implementation of any research study” 
(Johnson & Christensen, 2012, p. 101).  This researcher recognized that her position at 
the research site could impact perceived bias and appreciated the importance of 
protecting participants.  This section reviews the research approval process and discusses 
how anticipated ethical considerations were addressed to ensure protection of 
participants’ rights.  
 This study called for access to archival EE survey data that had been de-identified 
and interviews with key individuals to further explain and interpret the quantitative 
findings.  The data file provided by the site to the researcher had neither a code key nor a 
link that would allow the researcher to re-identify subjects to whom the data pertained.  
Additionally, the data file did not include demographic factors for the responses, making 
respondent identification impossible.  IRB approval was necessary before research could 
commence for this study.  The IRB process involved initial approval via the research 
site’s hospital IRB.   To prevent the need for a separate IRB approval at Drexel 
University, a letter of reliance was confirmed through Drexel’s IRB department after 
collaboration with the research site’s hospital IRB personnel (see Appendices D, E, and F 
for approvals). 
 The researcher has been employed at the research site for over 14 years.  This 
length of time and her role in the quality department had the potential to alter both her 
ability to conduct interviews in an unbiased manner and interviewees ability to respond 
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without being influenced by the researcher’s role.  These concerns were discussed with 
the researcher’s supervising professor.  Through bracketing, the researcher worked to 
identify and contain personal ideas and opinions on the speaking up phenomenon so that 
data and findings were not influenced.  The researcher aimed to have pure and sound data 
result from the study. 
 Ethical considerations can stem from any of the following three principles: 
respect, beneficence, and justice.  Those issues of most concern in this study related to 
respect and beneficence.  Anticipated ethical considerations included protection of 
anonymity for both the research site and participants.  Maintaining anonymity for the 
research participants and the research site is key and was ensured via two main methods.  
First, all quantitative data was de-identified without possibility of re-identifying survey 
respondents, thus protecting their privacy.  Second, the data set did not include any 
demographic factors, therefore eliminating the possibility of identifying respondents.  
 The second phase of the study called for qualitative data collection through 
interviews with five key individuals who were chosen after quantitative data analysis 
using a non-probability method of participant selection.  The interviews allowed 
discussion and further exploration of quantitative data findings but they were not meant 
to probe sensitive topics of a personal nature.  The interviews presented minimal risk to 
participants.  Regardless, the researcher worked closely with her committee to determine 
the appropriate means of obtaining this information in an ethical manner.   
 Informed consent discussions occurred prior to each interview, since participants 
were all autonomous people and there was not any concern with their ability to consent 
for themselves.  While IRB primarily focuses on the importance of ethics in regard to 
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individuals, keeping the research site anonymous is also appropriate.  The researcher 
refers to the originating site as ABC Hospital and care has been taken not to provide 
details that could be used to discern its identity.   
Summary 
 An explanatory sequential design, which utilizes a mixed-method approach, was 
implemented to better understand nurse willingness to speak up in the hospital setting.  
The interviews allowed participants to elaborate on the data resulting from a quantitative 
analysis of archival EE survey findings.  The research site, ABC Hospital, is a privately 
owned community healthcare organization.  The researcher has pre-existing relationships 
with the research site and its team members, which was useful in navigating the 
necessary channels for gaining access to both the EE survey data and interview 
participants.  Protection of participants throughout the study was achieved through IRB 
approval and a focus on de-identification of the data file, interviewees, and research site. 
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Chapter 4: Findings, Results, and Interpretations 
 This mixed-methods study collected quantitative research data regarding the 
Employee Engagement (EE) survey outcome variable, which focused on staff willingness 
to speaking up when there is a patient care concern.  By examining data related to this 
outcome variable and using interviews for qualitative data collection to elaborate on 
findings, the study aimed to answer the following central research question: How can 
hospitals better support nurses to speak up when there is a patient care concern?  The first 
section of this chapter begins with findings from analysis of the quantitative and 
qualitative data.  Then, interpretations are provided from a collective perspective in 
which quantitative and qualitative findings are considered in tandem. 
Findings 
 The explanatory sequential research design employed for this study called for 
quantitative analysis to identify findings that could be expanded upon through qualitative 
research.  Therefore, findings from the quantitative phase of this study will be provided 
first, followed by qualitative data from the interviews to further explore the significant 
and/or unexpected quantitative findings.  
Quantitative Analysis 
 To begin quantitative data analysis, frequencies were calculated for this study’s 
outcome variable, which came from the EE survey.  The outcome variable for this study 
focused on staff willingness to speak up when there is a patient care concern.  Analysis 
showed that 86% (n=276) of respondents indicated “Agree” or “Strongly Agree” when 
asked if they would speak up if they had a patient care concern.  The frequency statistics 
for this survey item indicate that a majority of respondents at ABC hospital perceive 
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themselves as willing to speak up.  Detailed frequency calculations for this variable can 
be viewed in Table 15. 
 
Table 15  
EE Survey Item Responses Focused on Staff Willingness to Speak Up When There is a Patient care Concern (n=321) 
 
  
  
 To further understand the respondents’ perceptions and identify relationships 
between EE survey questions and the outcome variable, Spearman’s rho was calculated 
for each category.  Moving forward, however, Spearman’s rho will be referenced as 
Spearman’s correlation for the sake of consistency.  It is important to again mention that 
the researcher decided not to utilize Bonferroni correction to prevent false positives.  This 
study is exploratory in nature, so identifying a higher number of potential opportunities in 
the work environment was preferable to the possibility of missing them by implementing 
Bonferroni correction (Napeirala, 2012).   
            All 63 questions were found to correlate significantly with the outcome variable at 
the p<.01 level.  The Spearman’s correlation identified none of the questions on the EE 
survey as being weakly related to willingness to speak up (0.2-0.4), 42 had a moderate 
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relationship (0.4-0.6), and 21 questions on the EE survey had a Spearman’s correlation 
between 0.6 and 0.8, indicating a strong relationship with willingness to speak up.   
  The 21 variables on the EE survey that strongly correlated to staff willingness to 
speak up were grouped by topic, noted in Table 16.  The following topic areas were 
identified by the researcher: leadership (24%, n=5), process improvement (24%, n=5), 
quality (19%, n=4), safety (19%, n=4), culture (14%, n=3), satisfaction (10%, n=2), 
reporting (10%, n=2), respect (10%, n=2), belonging (5%, n=1), and service (5%, n=1). 
 
Table 16  
EE Survey Questions with Spearman’s Correlation between 0.6 and 0.8 (n=321) 
 
 
 
 Perceptions of quality/process improvement on willingness to speak up.  Nine 
questions on the EE survey related to quality and/or process improvement.  While labeled 
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separately, quality and process improvement topics were subsequently grouped together 
because they often go hand-in-hand in the healthcare industry. Of these nine questions, 
seven were strongly linked with willingness to speak up, meaning that staff perceived that 
a focus on quality/process improvement increased their willingness to speak up.  
Spearman’s correlation results for the seven strongly linked EE survey questions ranged 
from 0.614 to 0.764; a complete list is shown in Table 17.  The questions asked about 
staff perceptions regarding quality of care, quality improvement, approaches to 
addressing errors and problems, and customer service.  
 The two questions focused on quality with moderate level relationships to 
positively influencing staff willingness to speak up demonstrated Spearman’s correlations 
as 0.590 and 0.598, respectively.  Both questions focused on care quality, and while they 
did not reach the range to be considered strongly linked to staff comfort with speaking 
up, it warrants noting that the results were at the high end of the moderate scale. 
 
Table 17  
EE Survey Questions Related to Quality and/or Process Improvement with Spearman’s Correlation between 0.6 and 
0.8 (n=321) 
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 Perceptions of safety on willingness to speak up.  Analysis with Spearman’s 
correlation found four questions that strongly linked safety with staff willingness to speak 
up.  This finding indicates that when staff felt patient safety was important, they were 
more willing to speak up.  Table 18 details the four survey questions focused on safety 
with strong links to comfort in speaking up, as indicated with Spearman’s correlation 
values between 0.605 and 0.733.  The four strongly linked EE survey questions focused 
on safety asked for staff perceptions regarding procedure compliance, reporting practices, 
error, and safety culture.  There were three additional questions on the EE survey that 
focused on safety, and all had Spearman’s correlations in the moderate range.  These 
three questions asked for staff perceptions of the organizational focus on safety and error 
at the unit level.   
 
Table 18  
EE Survey Questions Related to Safety with Spearman’s Correlation between 0.6 and 0.8 (n=321) 
 
 
    
   
  Moderate Spearman’s correlations. A total of 42 EE survey questions had 
Spearman’s correlations calculated in the moderate range (0.4-0.6).  Five of these 
questions addressed safety, quality, and/or process improvement, and were detailed in the 
previous two sections.  The remaining 37 questions focused on a variety of topics.  Of 
these questions, nine related to job satisfaction, another nine related to work factors, and 
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five were focused on manager qualities like communication skills.  Moderate links were 
also identified with question topics concerning positive attention and value of employee 
voice.  Of the 63 EE survey questions analyzed, question 24 had the lowest of all the 
Spearman’s correlations with 0.411; this question asked respondents to consider 
physician-staff relationships on speaking up. 
Qualitative Analysis 
  The interview consisted of seven open-ended questions that were designed to 
further understand what influences a nurse to speak up.  Interviews were planned for one 
hour, but in each case the actual length of time spent for questions and answers was less.  
In considering the duration of each interview, there were no major disparities in time 
noted. Interview 5 took 39 minutes, Interviews 2 and 3 both took 40 minutes, Interview 4 
lasted 43 minutes, and Interview 1 was the longest at 46 minutes.  
 Patterns of theme emergence.  After coding the interviews, six major themes 
emerged, with seven child themes falling beneath Professional Integrity (PI).  Table 1 in 
Chapter 3 lists each code and its definition, but an explanation is provided here to 
reinforce meanings.  
• Charge and Teaching (CT): The charge nurse, who is assigned responsibility on 
a unit for a specific shift, can collaborate with and teach other nurses to speak up.  
• Non-Punitive (NP): Speaking up is influenced by whether one perceives that 
there will not be punishment or retaliation afterward. 
• Novice/Young (NN): Younger age and less experience may decrease a nurse’s 
willingness to speak up. 
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• Positive Recognition (PR): Recognition after speaking up can encourage the 
future decision to do so. 
• Professional Integrity (PI): Displaying characteristics and behaving in a manner 
that encourages staff to speak up, PI includes seven child codes, each of which 
can influence a nurse’s decision to speak up:  
o Common Goal (CG): The idea that a nurse’s and hospital’s goals are the 
same. 
o Process (PRO): How processes and policies in a hospital impact a nurse’s 
willingness to speak up. 
o Professionalism (PF): Nurse’s perception that the response of the 
individual to whom he/she spoke up was appropriate and respectful. 
o Accountability (ACT): Whether rules and values are upheld in an 
equitable manner. 
o Value Employee Voice (VEV): Nurse’s feeling that his or her input and 
concerns are valued. 
o Action (ACT): Perception that actions or improvements will be 
undertaken after a nurse speaks up.  
o Safety in Anonymity/Confidentiality (SA): Safety in knowing that if 
desired, confidentiality will not be broken. 
• Relationships (RLT): How staff-physician relationship may impact a nurse’s 
comfort in speaking up. 
   Figure 2 depicts theme emergence, arranged alphabetically, with frequencies 
indicated for all interviews combined. Professional Integrity is not included because it is 
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represented by its seven child codes.  The graph shows that Action (ACT) and Safety in 
Anonymity and Confidentiality (SA) were discussed most often, 24 and 16 times 
respectively, while Positive Recognition (PR; n=5) and Novice/Young (NN; n=5) were 
noted least often.  The remaining themes were each identified between 7 and 14 times 
during the interviews.  Table 14 in Chapter 3 further delineates code emergence by 
question and interviewee. 
 
 
Figure 2. Overall theme emergence for interviewees (n=5). 
 
 Theme emergence among leaders and bedside nurses.  Five individual 
interviews were conducted with persons who held two major roles: bedside nurses (BN; 
n=3) and leaders (LD; n=2) from ABC Hospital; responses will indicate as such using 
BN or LD.  Figure 3 shows a comparison graph for frequency of theme emergence based 
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on role, LD or BN.  The graph shows that both LDs and BNs discussed the theme of 
Action (ACT) with the same frequency, 17% of the time (LD, n=8; BN, n=16).  Most 
themes are fairly aligned. 
 
 
 
 
Figure 3. Frequency of theme emergence based on role. 
 
 There are two exceptions to this: Accountability (ACY) and Value Employee 
Voice (VEV).  Accountability was discussed more often by LDs (17%; n=8) than by BNs 
(5%; n=5).  This finding may indicate that the two LDs interviewed see accountability as 
playing a more significant role in staff comfort with speaking up than do the BNs studied.  
This difference may represent the fact that leaders see holding people accountable as their 
responsibility.  Value Employee Voice (VEV), on the other hand, was addressed 13 times 
more by BNs (14%; n=13) than by LDs (2%; n=1), which indicates that the BNs 
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interviewed found Value Employee Voice (VEV) to be more important for increasing 
comfort with speaking up than the LDs in this study. 
  Influential experiences on beliefs about speaking up. In review of individual 
interviewee patterns of theme emergence, some factors were mentioned more often for 
some interviewees than others. For example, Interviewee 2 (LD) discussed Charge and 
Teaching (CT) seven times, while Interviewee 3 (LD) did not discuss this theme at all.  In 
fact, no interviewee discussed all 12 themes identified in this study, while both Non-
Punitive and Process were addressed by all the interviewees. 
 Furthermore, there is evidence that specific experiences impact the factors 
identified by individuals as being most important.  For example, Interviewee 4 (BN), 
addressed the theme of Value Employee Voice (VEV) eight times.  Interviewee 4 (BN) 
shared an experience in which he/she perceived that his or her input (voice) was valued.  
Interviewee 4 described a time when he/she asked leadership a question during daily 
leadership rounds.  In this case, the leader followed up, and Interviewee 4 explained, 
“They're going beyond, actually making a difference to make somebody’s a, a valid 
point. You know, ‘We wanted to get back to you, this is what we found out.’”  It is 
possible this experience’s significance manifested itself as being the most cited factor in 
impacting comfort to speak up for Interviewee 4.  Another supporting example occurred 
with Interviewee 1 (BN), whose responses repeatedly addressed Safety in Anonymity and 
Confidentiality (SA).  This theme may have been the most important/frequently cited one 
for this interviewee because of past experiences in which the interviewee believed 
confidentiality was not maintained. 
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 Speaking up as a nurse’s responsibility. When asked about their thoughts on 
speaking up as a responsibility of nursing and medical staff, interviewees affirmed that 
the practice was expected.  Interviewees reported that “speaking up is definitely the right 
thing to do” (Interviewee 3, LD), that “it’s very important” (Interviewee 4, BN), and that 
because those persons providing care are well-positioned to identify problems, “it is 
incumbent on them to take action” (Interviewee 5, BN).   
           Additionally, two interviewees, one LD and one BN, used the term “advocate” 
when describing nurses’ responsibility to speak up.  Interviewee 1 (BN) stated, “I think 
that for me personally your foundation of nursing is to be an advocate, when you're 
taught from the base.  So I feel like it's my responsibility because that’s how I was taught 
to become a nurse.”  This idea closely aligned with the following response from 
Interviewee 2 (LD): “So I do think, from a nursing perspective, you are taught from 
really the get-go to be a patient advocate, so you do have a duty, it is your responsibility 
to be there to help that patient. And that's your primary goal.”  The interviewees views 
align with the ANA Code of Ethics which obligates the nurse advocate for patient safety.  
Ultimately, all five interviewees expressed speaking up as important, with little variation 
in the findings. 
 Professional integrity. Professional Integrity is described as displaying 
characteristics and behaviors that encourage staff to speak up; it includes the following 
seven child codes: Action (ACT), Accountability (ACY), Common Goal (CG), 
Professionalism (PF), Process (PRO), Safety in Anonymity and Confidentiality (SA), and 
Valuing Employee Voice (VEV). Each sub-code will be addressed individually.   
            At times, codes overlapped within one interviewee’s response, such as when 
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Interviewee 1 discussed how previous breaches in confidentiality had led him/her to 
speak up to the charge nurse instead of to management.  In this example, CT was coded 
because the nurse chose to speak up to the charge nurse and SA was coded because the 
decision to do so was prompted by an experience in which management shared 
information after the interviewee was told “everything would be kept confidential.”  
However, different decisions could have been made to make codes broader and the 
definitions encompass more themes.  In this study, coding was done with narrower 
groups, which distinguished factors and enabled the researcher to pay adequate attention 
to the intricacies that affect nurse willingness to speak up.  If the data had been grouped 
into wider codes, the researcher would have risked overlooking the multiple facets that 
nurses perceive as influencing their decision to speak up. 
  Common goal.  In three interviews, the participants shared that 
organizational/leadership goals aligning with their own personal goals helped them feel 
supported to speak up; this response was coded as Common Goal.  Common Goal was 
coded in the transcripts seven times, emerging in response to interview questions 1, 3, 
and 6.  In each case, interviewees saw Common Goal as positively impacting their 
comfort with speaking up.  Two interviewees specifically addressed how Common Goal 
can motivate speaking up. Interviewee 2 (LD) stated, “I'm not doing this for anyone but 
the patient. I'm not doing it for me, I'm not doing it for you.” This same idea was 
reinforced by Interviewee 5 (BN), who said, “It’s not about you or me, it’s about the 
greater good.”  A follow-up question was asked of Interviewee 4 (BN), “If you perceive 
that the organization is focused on high-quality care, why might that make you more 
comfortable to speak up?”  Interviewee 4 (BN) replied, “Because it's everyone's goal.  
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It's, it's like a group, a group effort, where everybody has this same, same quality 
measures, the same expectations. We're supposed to all be focusing on the same steps to 
make sure we have the same end result with the quality.”  
In all, three interviewees, Interviewees 2 (LD), 4 (BN), and 5 (BN) indicated the 
role CG has on speaking up, sharing that organizational goals influence nurses’ goals 
and that focusing on patients, quality, and values encourages nurses to speak up.  
 Process.  All interviewees expressed their perception that having 
processes/policies in place affects staff willingness to speak up; this response was coded 
as Process.  Process was coded 14 times across all five interviews, most often when 
interviewees referred to how existing processes help nurses feel more comfortable 
speaking up.  Transcript analysis found that all interviewees perceived processes/policies 
as being beneficial.  One process, the hospital’s system used for electronically reporting 
potential and actual mistakes, was specifically mentioned by Interviewees 1 (BN), 3 
(LD), 4 (BN), and 5 (BN).  Interviewees called the system a “safe venue” (Interview 3), 
identified it as being “black and white” (Interview 1), and said it was a means of ensuring 
that the issue would be vetted “through the proper channels” (Interview 4).   
 Beyond the electronic reporting process, the hospital’s utilization of daily unit 
huddles, where staff share concerns related to safety, and daily leadership rounds, where 
leaders visit units to discuss quality and safety issues on a daily basis, were identified as 
processes that promote comfort with speaking up.  Interviewee 4 (BN) described the daily 
unit huddles as a process “to say, ‘Hey, this ain't working.’ And to have it addressed.”  
Interviewee 5 (BN) elaborated on the daily rounds, saying,  
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The biggest change in the last couple of years that speaks to that is this, these 
daily rounds, where um, folks from admin actually get out on the units and they 
make their rounds and they do it faithfully every day. Sometimes it's one or two 
folks, sometimes it's only one, sometimes it’s [CEO]! Um, and I, I know that that 
was ... I know why that was done and I'm glad, because I always felt at [ABC 
Hospital] there was a disconnect ... between, uh, folks that do the work and folks 
that ... have the power to improve the processes.  
  Beyond processes, some interviewees also felt that policies helped nurses feel 
supported to speak up.  Interviewees 2 (LD) and 4 (BN) both provided examples where 
policy helps with speaking up.  Interviewee 2 focused on a specific policy delineating 
proper chain of command, while Interviewee 4 discussed how the role of policies in 
general supports speaking up. 
Interviewee 4 (BN) approached policies from the perspective of them being 
followed and an error still occurring: “Okay, so this is what I've done, here's the policy. I 
did exactly what I was supposed to do. This has been the outcome. I didn't do anything 
wrong.”  In this scenario, it was perceived that the nurse would feel more comfortable 
speaking up. But Interviewee 1 (BN) shared the opposing perspective, that policies could 
cause a nurse to be less inclined to speak up when he/she did not follow the policy.  
Interviewee 1 (BN) discussed the hypothetical situation of an error occurring after a 
policy was not followed and how it would cause the nurse to be less apt to speak up: “So, 
I think the organization has really good things in place that stop you from making an 
error, but then people wouldn't report it because they obviously didn't follow what the 
organization put in place.”  In conclusion, while all interviewees perceived processes as 
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being beneficial with increasing willingness to speak up, there was not consensus about 
policies, specifically when nurses do not follow it. 
 Professionalism.  Both leaders and bedside nurses acknowledged the need for 
appropriate and professional responses after a nurse has spoken up.  This theme was 
coded as Professionalism (PF), and it emerged 11 times with Interviewees 1 (BN), 3 
(LD), and 4 (BN).  Multiple interviewees communicated the importance of leaders and 
physicians listening to nurses, but also following up afterward, acting in a professional 
manner, and being respectful.   
Interviewee 3 (LD) described professionalism in management when stating 
persons are “present, listening to the staff, follow up” and professional leaders need to 
“walk the walk and actually, you know, back to the units” to address issues they know are 
happening.  Interviewee 4 (BN) emphasized the importance that those receiving 
information respond by “listening, just to listen” and that the fear of speaking up relates 
to whether it will be “handled professional versus unprofessionally.”  Interviewee 4 (BN) 
further elaborated on this point:  
It's the person that is in that role. And most of the time, if they are a true 
professional, I feel like they are always approachable. I feel like there's 
confidentiality. I feel like there's respect. I feel like they are there for that reason, 
and if they are professional, it is where you should be comfortable to go.   
 Alternatively, Interviewee 1 (BN) shared that a manager’s failure to acknowledge 
issues or concerns leads to a decreased willingness to speak up.  In the interviewee’s own 
words:  
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But she’ll ignore that because she only wants herself surrounded by something 
that makes her look good.  I know that sounds really mean and bad but that’s my 
personal opinion of it.  And I know…I just know that’s the difference because 
I’ve seen someone manage differently, and other floors, too. Like, they'll say, 
“Look, we did this wrong, but we learned from it and we're gonna’ do it better.” 
Mine is like, “Nope. We, we're, we, we're fine. It's all getting better. It's all gonna’ 
be fine. It's all better. Isn't it getting better?”  
In summary, interviewees communicated that when leaders respond in a manner 
nurses perceive to be professional the nurses’ tendency to speak up increases.  Likewise, 
if leaders are perceived as unwilling to acknowledge issues, they run the risk of 
discouraging speaking up among nurses. 
  Accountability.  Three out of the five interviewees discussed the need to have 
rules, words, and values upheld in an even manner; this theme was coded in the 
transcripts as Accountability (ACY).  Accountability emerged 13 times and there was 
consistency in responses for both BNs and LDs, who found it necessary for persons to be 
held accountable and rules to be applied in an equitable manner, whether the issues 
involve hospital staff or medical providers.  Interviewee 1 (BN) addressed ACY with 
hospital staff: “get rid of the people who are not doing things that are or repeat 
offenders.” Interviewee 2 (LD) addressed equitability with medical providers: “the 
provider is being held to the standard, just, just as the, as hired medical, or hired staff 
would be.”  
  While all agreed on the importance of ACY, Interviewees 1 (BN) and 3 (LD) 
both recognized that equal implementation has been an issue and a barrier to speaking up 
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at ABC Hospital. Interviewee 1 (BN) shared how “favoritism and doing, doing things for 
certain people and, and, and doing negative things for other people in the same exact 
situation, it just fuels animosity.”  Interviewee 3 (LD) was transparent when responding 
to how staff-physician relationships impact speaking up by saying that “what I hear from 
staff is ... ‘Well, why am I gonna’ tell you anything that Doctor X does? Nothing ever 
happens anyway.’”  
 Value employee voice.  Multiple interviewees communicated that when 
employees feel their input is valued, as exemplified by response, actions, and processes, 
they are generally more willing to speak up.  This factor was coded as Value Employee 
Voice (VEV) and it emerged 14 times during the interviews with both LDs and BNs, who 
articulated its positive effect on speaking up.  Interviewees described responses (PF), 
actions (ACT), and processes (PRO) as ways to affect speaking up, independent of their 
association with VEV; these responses were individually coded.  It was appropriate to 
separately code VEV to distinguish it from PF, ACT, and PRO because the overall 
perspective that one’s voice is valued is also an influencing factor on speaking up.  
Statements did not always clearly indicate whom the interviewee was referencing, since 
at times the manager, physician, and upper leadership were discussed.  Interviewees 4 
(BN) and 5 (BN) both felt the employee who is giving patient care needs to be listened 
to; Interviewee 4 said, “We are on the floor, we are working with various entities in the 
entire establishment. I think our opinion matters.”   
 Interviewees 4 (BN) and 5 (BN) also agreed that formal structures in use at ABC 
Hospital help staff feel their voice is desired.  Interviewees indicated that anonymous 
employee surveys, daily unit huddles, and daily leadership rounds offered opportunities 
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for employees to provide input.  Interviewee 5 (BN) also explained the use of message 
boards where staff can post improvement ideas as “another way that we are being asked 
for input.”   
Beyond formal processes, an individual’s experience, such as that described by 
Interviewee 4 (BN) in which leadership followed up on a question, can demonstrate to 
employees that their voice is valued.  Interviewee 4 felt that the “question was important 
because they followed up,” making it “a valid point,” and that if leadership had not 
responded, he/she would have felt, “Yup, didn't matter.”   
From a leader’s perspective, Interviewee 3 (LD) similarly recognized that VEV 
can influence speaking up:  
So really encourage them to be part of the solution and I think that helps with 
engagement because now, you know, if I'm involving the person in part of the 
solution, I want their feedback, you know, they see themselves as more valued... I 
think, because, “Oh, wow, you know, they actually asked me my opinion on how 
to fix a problem.”  
Ultimately, Interviewee 5 (BN) describes how valuing the voice of the employee 
can help employees feel comfortable speaking up: “I feel like where I work, they want 
you to complain. They want you to open your mouth because they realize that if ... the 
issues aren't out on the table that they'll never get fixed.” 
 Safety in anonymity and confidentiality.  Interviewees agreed that nurses need 
to feel secure that their anonymity and confidentiality will be maintained so they are 
comfortable speaking up.  This theme, coded as Safety in Anonymity and Confidentiality 
(SA), was the second most frequently cited theme in the interviews, being addressed 16 
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times.  Three of the five interviewees, a mix of leaders and bedside nurses, discussed SA, 
with 75% (n=12) of mentions originating from Interviewee 1 (BN) (see Figure 4).   
 
 
Figure 4. Frequency of Safety in Anonymity and Confidentiality by interviewee 
 
 
 
There was consensus among interviewees that nurses are more willing to speak 
up when they trust that confidentiality will be maintained or when there are anonymous 
reporting options.  Interviewee 1 (BN) communicated that leaders need to “build the 
foundation of trust and legit confidentiality”; Interviewee 4 (BN) said plainly, 
“Confidentiality is a must”; and Interviewee 3 (LD) recognized nurses’ affinity for 
anonymous reporting “because they feel it’s a safe venue.”  
  While all interviewees agreed that confidentiality is necessary, only Interviewee 1 
(BN) shared an experience where confidentiality was breached by management and how 
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that negatively affected his/her comfort with speaking up: “So now I don't feel ... I don't 
feel comfortable, I don't feel safe.”  These experiences resulted in Interviewee 1 (BN) 
sharing, “There's so much that has happened that I really wanted to report or say and I 
will not do it.” This last statement especially shows the gravity of breaches in 
confidentiality and the subsequent impact on nurses’ willingness to speak up.   
 Action.  As a response to speaking up, Action and improvement (ACT) was 
found to be the most frequently cited factor in a nurse’s willingness to speak up, with 
three out of the five interviewees referencing it a total of 24 times.  There was general 
agreement among the interviewees that while action and improvement encourage 
speaking up, a lack of action and improvement is as a factor that inhibits one’s 
willingness to speak up. 
 Interviewee 3 (LD) attributes the fact that leadership has seen an increase in 
speaking up to “once they see something is done about it they're probably a little bit more 
comfortable.” Interviewee 3 further elaborated on this thought that when nurses see 
results after they have spoken up, they are more likely to again: “It just- it just gives them 
more of that comfort level to, you know, down the road, even though it might be the 
smallest little thing, I'm gonna’ bring it up because you know, it's ... it's the right thing to 
do.”   Interviewee 5 (BN) confirmed this leader’s viewpoint, sharing,  
That action encourages more feedback. That ‘Hey, I have a voice. I complained 
about this, those ... steps were taken to address it and now my complaint issue has 
been resolved.’ That positive feedback is more empowering and more likely to 
encourage speaking up.   
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Interviewee 5 (BN) also discussed process improvement as a factor that promotes 
speaking up, explaining being “very encouraged to see a little bit more focus on process 
improvement.”  The importance of process improvement was further discussed when 
Interviewee 5 (BN) noted that more recently, the organization has “a commitment at 
looking at data to tell them where they should make their improvement steps versus 
saying what I think is wrong.”  Interviewee 5 provided a recent example of where 
leadership relied upon data collection and analysis to plan ways of getting patients 
throughout the hospital the care they needed faster. 
 Just as action encouraged speaking, lack of action similarly was discouraging to 
speaking up. Interviewees 1 (BN), 3 (LD), and 5 (BN) voiced the notion of lack of action.  
Interviewee 1 (BN) made the following statements:  
So I feel like you're doing what you're supposed to be doing, but you don't see a 
big outcome […] when I think there's no outcome and there's no trust then that's 
really gonna’ stop me […] if I would go and report something now, I feel like 
nothing ... It wouldn't even make a difference. It wouldn't matter, because I'm just 
talking.   
Interviewee 3 (LD) acknowledged the benefit of leadership “actually 
communicating back the process that they took in place versus, ‘Okay, thank you for 
giving it to me, I'll follow up with it.’ And then I hear nothing about it down the road.”  
Interviewee 4 (BN) also saw that inaction can “send the message, ‘We don't really care,’ 
and you can, you know, issue complaints and reports and give feedback and nothing is 
ever done, that sends the message that we say we care but we really don't care.” 
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  Relationship.  All interviewees discussed speaking up in the context of nurse-to-
physician communication, and most shared that staff-physician relationships influence 
whether a nurse will choose to speak up.  Statements that addressed the role staff-
physician relationships have on speaking up were coded as Relationships (RLT).  
Relationship was a unique theme in that of the 11 times it was coded, nine times occurred 
in response to question 5, which asked for interviewees’ thoughts on quantitative data 
showing that one’s perception of staff and physician relationships was not strongly linked 
with willingness to speak up.  
  Three of the interviewees, Interviewees 1 (BN), 3 (LD), and 4 (BN), disagreed 
with the quantitative data that did not show a strong link between speaking up and staff-
physician relationships.  These interviewees felt that staff-physician relationships were 
important in influencing one’s comfort to speak up.  Interviewee 1 (BN) said, “So for me, 
um, when you work together and you have more of a relationship, it's ... You can be more 
open to discussing concerns.” Interviewee 4 (BN) agreed, stating, “Yeah, because I feel 
like working together as much as we do, I can't imagine not feeling like that helps me feel 
like I can approach them.” 
 While still acknowledging the role of relationships in helping staff speak up, 
Interviewee 3 addressed the fact that more side-by-side work, such as on projects and 
committees, could help nurses speak up:  
So, I think culturally here, we had physicians and nurses actually work more in 
tandem on projects or committees, where they're much more interactive together 
versus you know, we have... We have some nurses but it's usually managers and 
stuff that would sit in your departmental meetings.  
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In this statement, Interviewee 3 (LD) purports that comfort with speaking up 
could be enhanced by having staff and physicians work together in formal ways outside 
the patient care setting. 
 Interviewee 2 (LD) described how established relationships could negatively 
impact staff comfort with speaking up:  
It can be more difficult if you work really well or you're, you're together often 
because you may feel that you're going to offend that person and that you're going 
to now jeopardize that lovely relationship that you have[…] Sometimes, it's easier 
to pick up someone's else flaws if you don't really know 'em that well. [laughs] 
And if you don't really have a past history and work really well together, you may 
be more willing to say, "Hey," versus if you got a great relationship with 
someone, you may be a little bit more reticent and kinda’ go, "Let me, let me see 
how this might play out" or "Let me work around it, you know," work around. 
Like, maybe I won't even let the physician know that that happened, but maybe 
I'll just fix it.   
In summary, of the four interviewees with responses coded for RLT, all except 
one agreed that established staff-physician relationships benefit a nurse’s willingness to 
speak up. 
 Charge and teaching.  A charge nurse is assigned responsibility for a unit during 
a shift, and the role the charge nurse has on one’s experience with speaking up emerged 
as a theme, coded as Charge and Teaching (CT).  CT was discussed by Interviewees 1 
(BN), 2 (LD), and 4 (BN) and was coded ten times during the analysis process.  This 
theme was coded in three different respects: when interviewees discussed the charge 
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nurse as a position to whom nurses speak up, as a person other nurses request to speak up 
for them, and as a position that can teach staff to feel more comfortable speaking up on 
their own.  Overall, interviewees found the charge nurse role to be beneficial to speaking 
up, and one interviewee explicitly addressed the key role this position can play in 
mentoring other nurses. 
    Interviewee 4 (BN) gave an example of the supportive role charge nurses play in 
helping others speak up, where a nurse asked the interviewee to call the physician: “The 
one nurse came to me since I was the charge nurse and was like, ‘Will you please call? 
I've already called.’ And I was like, ‘Absolutely.’ So, even though I might be nervous, 
I'm still gonna’ call because she's coming to me and she's wants me to call, so I call.”  
Interviewee 2 (LD) similarly presented the supportive role of the charge nurse, but he/she 
went a step further, seeing the position as not only needing to support but also to teach 
the skill: “So, I'd have them do it, and I would sit right there next to them, so again, if it 
got to a point where they were getting concerned, I could intervene.” 
 Positive recognition. Positive Recognition, as it applies to this study, is 
recognition used as a means to encourage staff to speak up.  This theme was introduced 
five times during the qualitative phase by Interviewees 1 (BN), 3 (LD), and 5 (BN).  
Interviewee 3 (LD) saw the need to “highlight that kinda’ stuff that they fix, again, 
celebrate, highlight, recognize, put it in [ABC Hospital’s newsletter], do all that... Some 
people want their name in the spotlight, so it kind of pulls them in to be engaged.”  
Interviewee 5 (BN) explained the benefits from the receiving end that “positive 
encouragement, feedback, recognition,” as well as use of formal programs that can be 
“parleyed into your annual performance appraisal” help because they are “empowering 
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and more likely to encourage speaking up.”  
  Non-punitive. All five interviewees discussed the benefit of feeling safe and 
believing that information will not be used in a punitive manner when they speak up; this 
category was coded as Non-Punitive (NP).  This theme was collectively coded 12 places 
in the transcripts, sometimes where interviewees’ statements gave the impression of a 
mindset or environment of NP at ABC Hospital.  For example, Interviewee 5 (BN) 
believed that the focus for ABC Hospital is on why mistakes are made, “Not that I made 
that mistake.”  This statement exemplifies the mindset of NP, where reporting is used as a 
means for improvement, not punishment. 
           While all interviewees saw that an NP work setting encouraged staff to speak up, 
multiple statements also addressed nurses’ actual fears of punishment, retaliation, or 
repercussions.  When allaying concerns of a fellow nurse being named in an error, 
Interviewee 5 (BN) said, “They’ll look at why and they'll look at trends, they'll look at ... 
I'm not getting you in trouble.”  In this case, one nurse perceived an NP environment and 
another clearly needed reassurance of such.  Interviewee 2 (LD) believes staff are 
concerned they will “get written up for reporting.”  Interviewee 5 (BN) shared the same 
idea: “People often feel like they are going to get in trouble, like it’s a…a warning notice 
will get issued.”  
 Methods addressing how to overcome a nurse’s fears included showing as an 
organization that “we won't retaliate, because again, I think that fear out, is out there that 
we will ...  there's that chance that they will get retaliated against” (Interviewee 3, LD). 
Interviewee 4 also claimed, “Because if you can do things anonymously, it's helpful.  I 
think that's that whole fear of punishment, or fear of backlash” (Interview 4, BN).  
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However, Interviewee 1 (BN) claims nurses fear even anonymous methods: “They can 
still tell. They can tell, it's linked to you, they know. So I think even that, people are 
scared because they're so worried that if, if you write that your unit is terrible or this 
place stinks, they're, it's gonna’ affect them.” This statement shows the deep-seated 
concerns internalized by nurses when they lack confidence in an NP workplace. 
  Novice/young. Four out of the five interviewees shared their perceptions of how 
age and experience impacts speaking up.  In the case of physician age, both LDs and BNs 
identified younger doctors as making staff feel more comfortable speaking up.  
Interviewee 1 (BN) explained how conversations are less intimidating when physicians 
are “close to our age and they are, easily approachable and it’s less ... It's more casual, 
less professional, we can just say, ‘Hey, can you come help me, I am ...’ You know, ‘I 
need this or that.’”  Interviewee 3 (LD) similarly acknowledged this dynamic, stating, “I 
do believe that the newer nurses, newer, younger physicians have a much more collegial 
collaborative relationship.”  
 The reverse was true when interviewees discussed how younger or inexperienced 
nurses found speaking up more difficult.  Interviewee 4 (BN) elaborated on this idea: “I 
don't know that everybody, especially if they're, like, new to the workforce, feels like 
they can do that. They can self-report like a med error ... without feeling like they're 
going to get quote ‘written up’ for that.”  Interviewee 3 (LD) also addressed experience 
as a barrier: “I think it's very difficult for brand new people, you know, nurses or any 
clinicians, brand new folks that may not have that, past experience.” 
 Beliefs about change. Interviewees were questioned regarding what they saw as 
opportunities for change at ABC Hospital to make staff feel more comfortable speaking 
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up.  Interviewees 1 (BN), 4 (BN), and 5 (BN) acknowledged methods the hospital already 
utilizes that they felt had a positive impact.  For example, Interviewees 1 (BN) and 4 
(BN) both perceived anonymous surveys as being a good method to show staff their 
voice is valued.   
           Of all the interviews, though, Interviewee 5 (BN) was most vocal about the 
positive changes that have already been implemented at ABC Hospital: “I can’t really 
imagine anything massively changing, ‘cause I think that it’s already changed.”  This 
interviewee went on to describe the focus on quality and process improvement he/she 
perceived as being present in the hospital.  The interviewee also listed specific examples 
of processes already in use that encourage staff to speak up, including daily unit huddles, 
daily leadership rounds, performance improvement projects that use data to identify 
issues, and action resulting from voiced concerns.  Interviewee 5 also mentioned the use 
of positive feedback, though he/she acknowledges it needs “to filter down a little bit 
more.”  For example, Interviewee 5 (BN) still feels that after reporting a safety error 
involving a coworker, “I’m going to have retaliation in some fashion for speaking up 
about you or about something you did.” 
          Interviewee 3 (LD) and Interviewee 5 (BN) agreed that more utilization of positive 
recognition would be beneficial.  Interviewee 3 (BN) provided additional ideas, such as 
having staff and physicians work together on projects and communicate regarding issues 
more often; he/she saw having younger physicians in leadership roles as a means of 
accomplishing unity.  Interviewees provided the following major opportunities for ABC 
Hospital to increase staff comfort with speaking up: establishing a non-punitive 
environment, holding all staff accountable in a fair manner with the rules and values of 
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the organization, listening and responding professionally, acting on concerns reported, 
mentoring, and maintaining confidentiality.  Interviewee 4 addressed this last theme, 
Safety and Anonymity/Confidentiality when he/she said, “Confidentiality is a must.” 
Interviewee 1 offered the ideas of suggestion boxes, encouraging an anonymous hotline, 
and having nursing and human resources personnel sign a confidentiality document when 
information is shared.   
 Finally, Interviewee 2 (LD) pointed out that the word needs to spread to others 
when someone has had a positive experience with speaking up: “So, again, not only does 
that person see firsthand that it has worked out well.  Again, then that spread because 
then they will say to others, ‘Hey, don’t be afraid to speak up.’”  Two of the interviewees, 
Interviewees 2 (LD) and 4 (BN) addressed the idea of sharing these positive experiences 
in a formal manner, such as through a newsletter or other communication.  In both cases, 
however, they hesitated, expressing the feeling that the individual experience and natural 
colleague-to-colleague communication is a better method. 
Combined Quantitative and Qualitative Results Interpretations 
  Both the quantitative and qualitative phases of this study identified several factors 
that impact nurses’ comfort with speaking up.  In the case of quantitative analysis, 21 
factors were calculated as having strong associations between EE survey questions and 
staff willingness to speak up.  One way to interpret the significant number of strong 
relationships and total lack of weak relationships is that speaking up is a complex 
phenomenon with multiple factors that influence an individual’s decision whether or not 
to verbalize concerns.   
 In the qualitative phase, 12 different themes emerged from the interviews.  While 
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less than the 21 themes identified in quantitative analysis, it is necessary to keep in mind 
that quantitative statistics were calculated for 63 EE survey questions, while the 
qualitative phase consisted of only seven questions.  Thus, it is logical that the EE survey 
would uncover more factors than the interviews because there were more questions 
posed.   
 Each of the 12 themes identified during qualitative analysis was perceived to 
impact staff comfort with speaking up.  One might interpret the number of themes that 
emerged from qualitative analysis similar to the interpretation of the number of strong 
relationships in the quantitative phase; speaking up is complex and multiple factors 
influence a person when deciding whether to do so. 
Quantitative and Qualitative Data Alignment 
 A visual display of alignment between qualitative and quantitative data can be 
seen in Table 19.  Each of the 12 themes that emerged from qualitative analysis is listed 
on the far left of the table.  Associated Spearman’s correlations are then listed where 
there is an EE survey question that had the same or similar focus to that qualitative 
theme.  Another column on the table addresses alignment, with green indicating 
alignment, yellow indicating partial alignment, and red indicating that quantitative and 
qualitative data did not align. 
 Six themes emerged from the qualitative interviews that did not have an 
applicable EE survey counterpart with which to compare them.  It is important to bring 
attention to the fact that the survey used for quantitative analysis was designed to 
measure employee engagement and not willingness to speak up, which may explain why 
some themes do not have related topics on the EE survey.   
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 Quantitative and qualitative data that aligned.  Data for quantitative and 
qualitative analysis aligned regarding a non-punitive work place.  The Non-Punitive 
theme, a perception that individuals feel safe because information reported will not be 
used in a punitive manner, emerged during qualitative analysis.  In the qualitative phase, 
this theme was discussed 12 times over the course of the five interviews.  EE survey 
question 68 related to this topic and was found to link strongly with willingness to speak 
up.  Therefore, in the case of both quantitative and qualitative analysis, a non-punitive 
workplace was seen as a factor that positively impacts speaking up.  The alignment of 
data regarding the effect of perception of a non-punitive organization on staff willingness 
to speak up confirms its importance. 
 Quantitative and qualitative data that partially aligned.  The idea of staff and 
organization sharing a common goal was determined to have partial alignment between 
qualitative and quantitative findings.  In the qualitative phase, interviewees explained that 
when they felt that their own focus on the patient, quality, and/or safety was also a focus 
of their manager and the organization, they were more willing to speak up and be open.  
During quantitative analysis, six questions were found to relate to manager or 
organizational goals.  Three of the questions on the EE survey that related to priority and 
care focus were also strongly linked to staff willingness to speak up, but the other three 
questions showed only moderate links.  As a result of quantitative data being both 
strongly and moderately associated, Common Goal was deemed as partially aligning with 
the qualitative data. 
  Professionalism on the part of the individual receiving information was found to 
be a theme in the qualitative phase of this study.  Professionalism included whether the 
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individual listened and the way he/she responded, and both provide examples of one’s 
communication skills.  The EE survey question that focused on manager communication 
skills was moderately linked to staff willingness to speak up, with a Spearman’s 
correlation of 0.582.  Since Professionalism emerged as a theme and manager 
communication on the EE survey was moderately linked to willingness to speak up, it 
was concluded that the qualitative and quantitative data partially aligned. 
 Value Employee Voice was identified as a theme during qualitative interviews.  
Of the 63 questions on the EE survey, one focused on the topic of valuing employee 
voice.  This question had a Spearman’s correlation of 0.576, meaning that it was 
moderately linked to staff willingness to speak up.  Therefore, Value Employee Voice 
was determined to have partial alignment between quantitative and qualitative data. 
 Interviewees 3 (LD) and 5 (BN) discussed using positive recognition as a means 
to encourage speaking up.  The EE survey question that related to the Positive 
Recognition theme was moderately linked to staff willingness to speak up, with a 
Spearman’s correlation of 0.592.  Since the Spearman’s correlation was not in the strong 
range (0.6-0.8), positive recognition was concluded as partially aligning between 
quantitative and qualitative data.   
  Quantitative and qualitative data that did not align.  It was determined that the 
quantitative and qualitative data regarding the Relationships theme did not align.  During 
the quantitative phase, the EE survey question that considers staff-physician relationships 
was found to have a moderate Spearman’s correlation of 0.411.  This correlation was the 
lowest calculated for all 63 questions that were analyzed.  Thus, staff-physician 
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relationships had the weakest link to impacting willingness to speak up when compared 
with all the other questions.  
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Table 19  
Alignment of Quantitative and Qualitative Data 
Parent Code Child Code   EE Question # 
& 
(Spearman’s 
Correlation) 
Quantitative and Qualitative 
Alignment  
Professional 
Integrity 
  PI     
  Common  
Goal 
CG Question #2 
(0.464) 
Question #34 
(0.538) 
Question #17 
(0.598) 
Question #60 
(0.613) 
Question #23 
(0.628) 
Question #37 
(0.652) 
Partially Align 
Quantitative-3 moderately linked and  
3 strongly linked 
Qualitative-emerged as a theme 
  Process PRO  EE survey questions not representative of this 
theme 
  Professionalism PF Question #57 
(0.582) 
Partially Align 
Quantitative-Moderately linked 
Qualitative-emerged as a theme 
  Accountability ACY  EE survey questions not representative of this 
theme 
  Value Employee 
Voice 
VEV Question #6 
(0.576) 
Partially Align 
Quantitative-moderately linked 
Qualitative-emerged as a theme 
  Action ACT  EE survey questions not representative of this 
theme 
  Safety in 
Anonymity and 
Confidentiality 
SA  EE survey questions not representative of this 
theme 
Charge and 
Teaching 
  CT  EE survey questions not representative of this 
theme 
Non-Punitive   NP Question #68 
(0.723) 
Align:  
Quantitative-strongly linked 
Qualitative-emerged as a theme 
Novice/Young   NN  EE survey questions not representative of this 
theme 
Positive 
Recognition 
  PR Question 12 
(0.592) 
Partially Align 
Quantitative-moderately linked 
Qualitative-emerged as a theme 
Relationship   RLT Question #24 
(0.411) 
Does Not Align  
Quantitative-moderately linked 
Qualitative-emerged as a theme-3 interviewees 
disagreed with the quantitative data 
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 In the qualitative phase, four interviewees felt staff and physician relationships 
helped speaking up and one did not.  To be specific, Interviewees 1 (BN), 3 (LD), and 4 
(BN) felt certain that staff and physician relationships positively impacted willingness to 
speak up.  Interviewees 1 (BN) and 3 (LD) said plainly they disagreed with the data.  
Interviewee 4 (BN) also explained, “I feel like working together as much as we do, I can't 
imagine not feeling like that helps me feel like I can approach them.”  Interviewee 2 (LD) 
provided a different perspective from all the others, explaining how having a good 
relationship with physicians may decrease comfort with speaking up because the fear of 
upsetting the established relationship.   
Summary 
 This mixed-methods study identified 21 questions on an EE survey that strongly 
linked with nurses’ willingness to speak up.  Six major themes and seven sub-themes, or 
child codes, that impacted nurse willingness to speak up emerged through qualitative 
analysis of five interviews.  When considering quantitative and qualitative data, it was 
determined that a focus on quality/process improvement and a focus on safety can 
positively impact speaking up.  Of the themes emerging from the interviews that were 
also represented in the EE survey, one (Non-Punitive) was found to align, one 
(Relationships) was found not to align, and the remainder (Common Goal, Positive 
Recognition, Professionalism, and Value Employee Voice) were found to partially align.   
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Chapter 5:  Conclusions and Recommendations 
 A recent calculation by healthcare industry researchers identified medical error as 
the third leading cause of death in the United States, ranking it just below heart disease 
and cancer (Makary & Daniel, 2016).  It is widely accepted that communication is a key 
element affecting the occurrence of medical error, and speaking up, a subset of 
communication, is similarly recognized as a means to improve patient safety.  The topic 
of speaking up was selected as the focus for this study to further understand the 
phenomenon and answer the central research question, How can hospitals better support 
nurses in speaking up?   
A mixed-methods approach was used, with quantitative analysis of archival 
Employee Engagement (EE) data and qualitative analysis of individual interviews.  The 
quantitative phase included hospital staff (n=321) from seven inpatient nursing units.  Of 
these staff, 65% (n=208) were registered nurses (RNs), 30% (n=94) were nursing 
assistants and patient care techs, and the remaining 5% (n=19) were undefined.  The EE 
survey data was analyzed using Spearman’s correlations to determine the strength of 
relationships between 63 survey questions and staff willingness to speak up when there is 
a patient care concern.  The Spearman’s correlation test identified 42 of the questions on 
the EE survey as being moderately related and 21 questions as having strong 
relationships with speaking up.  
In reviewing the Spearman’s correlations, three topics of interest surfaced and 
were selected for further research via qualitative methods.  First, a hospital’s focus on 
quality/process improvement was found to positively affect a nurse’s willingness to speak 
up.  This focus was not indicated in the literature, so additional exploration was needed.  
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Second, the quantitative data showed that a focus on safety improved staff willingness to 
speak up.  While safety culture is recognized in the literature as encouraging speaking up, 
further understanding of how this focus specifically impacts nurse willingness to do so 
was warranted (Maxfield et al., 2010; Singer et al., 2007).  Lastly, perceptions regarding 
staff-physician relationships were found to have the weakest Spearman’s correlation, 
which contrasted with literature that identifies a relationship between physician behavior 
and openness and staff comfort with speaking up (Lyndon et al., 2012; Salazar et al., 
2014).  Thus, staff-physician relationships were selected for further investigation.  The 
qualitative phase was made up of questions that were drawn from these three topics, in 
addition to four general questions focused on speaking up to complete the seven-
interview question set.   
Five individual interviews were conducted with two leaders and three bedside 
nurses from ABC Hospital.  Six major themes emerged from the coding process, with 
one, Professional Integrity, having seven sub-themes.  Three of the six major themes – 
the need for a non-punitive environment (NP), use of recognition programs (PR), and 
staff-physician relationships (RLT) – were already noted in the literature as factors that 
influence speaking up (see Table 20), and this study serves to further support them 
(Lyndon et al., 2012; Maxfield et al., 2010; Salazar et al., 2014; Uribe et al., 2002;).  
All factors found to impact willingness to speak up during this study, whether or 
not addressed in the literature, are important because they signal ways that ABC Hospital 
can individualize initiatives aimed at better supporting nurses to speak up.  However, 
there is heightened interest in findings that are not already noted in the literature.  New 
findings identified during this study relate to the roles that a focus on quality/process 
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improvement, professional integrity, the charge nurse, and novice experience have on the 
nurse’s willingness to speak up.  These findings are most relevant because they provide 
new opportunities to address speaking up. 
In exploring a focus on quality/process improvement further during the qualitative 
phase, interviewees shared that when organizational/leader goals focus on patients, 
safety, quality and/or process improvement, staff are more willing to speak up because 
they feel these goals match their own, coded as Common Goal (CG).  Thus far, there is 
no evidence in the literature wherein a Common Goal (CG) or a focus on quality/process 
improvement are explicitly stated as a means to increase staff tendency to speak up.  
Therefore, there is an opportunity to increase speaking up when nurses see that hospital 
goals align with their own and that the hospital is committed to quality/process 
improvement.  
Two additional themes that appear to have a complementary relationship with one 
another also emerged.  The perception that those with less experience are not as 
comfortable speaking up surfaced and was coded as Novice/Young (NN).  Targeting 
initiatives at this vulnerable population of nurses who lack experience could be 
beneficial.  The second major theme involves the charge nurse, who is assigned 
responsibility on a unit for a specific shift.  The charge nurse role appears to affect 
speaking up because it is a position that can be used to teach staff to feel more 
comfortable with its practice; this theme was coded as Charge and Teaching (CT).  The 
obvious opportunity between Novice/Young (NN) and Charge and Teaching (CT) is 
having charge nurses mentor novice nurses on speaking up.   
 
116 
 
 
 
Code Alignment with Literature  
Professional 
Integrity (PI) 
  
Common  
Goal (CG) 
Not addressed in the literature 
Process  
(PRO) 
Goldenhar et al. (2013) concluded that through the daily unit huddle nursing staff felt “more 
empowered to speak up and publicly express disagreement, even with those in ‘power’” 
(Empowerment section).   
Professionalism 
(PF) 
Garon (2012)-positive communication was fostered by managers' openness and their ability to 
create an environment that allowed staff to be heard.   
Landau (2009) employee voice tendency was positively related to having a good voice manager, 
someone who is open to listening 
Salazar et al. (2014) encouraging script versus a discouraging script resulted in residents speaking 
up 50% more 
Bleakely, Allard and Hobbs (2013) found that when a surgeon was vocal in a manner that did not 
invite dialogue, the team was less likely to speak up 
Wong et al. (2010) authentic leadership-acting with integrity and true to own values enhanced 
speaking up 
Lyndon et al. (2012) feelings of intimidation, "negative relationships between self reported 
exposure to disruptive behaviors" (p. 798) 
Schwappach and Gehring (2014) fear of negative consequences, desired not speak up to those 
known to be "difficult persons" 
Accountability 
(ACY) 
Not addressed in the literature 
Value 
Employee 
Voice (VEV) 
Not addressed in the literature 
Action (ACT) Okuyama et al. (2014) found that when staff perceived nothing would be done they were less 
likely to speak up 
Uribe et al. (2002) stated nurses and physicians identify the following barriers "fear of reprisal, 
lack of confidentiality, constraints on time, and lack of post reporting feedback" (p. 527) 
Safety in 
Anonymity and 
Confidentiality 
(SA) 
Uribe et al. (2002) stated nurses and physicians identify the following barriers "fear of reprisal, 
lack of confidentiality, constraints on time, and lack of post reporting feedback" (p. 527) 
Charge and 
Teaching (CT) 
Not addressed in the literature 
Non-Punitive 
(NP) 
Wong and Cummings (2009) nurses should feel safe at work, be provided an environment that 
allows them to speak openly, and to do so without fear of retaliation from the organization.   
Centers for Medicaid Services (2015) states hospitals need to provide a culture that not only 
accepts but encourages staff to speak up 
Uribe et al. (2002) stated nurses and physicians identify the following barriers "fear of reprisal, 
lack of confidentiality, constraints on time, and lack of post reporting feedback" (p. 527) 
Novice/Young 
(NN) 
Schwappach and Gehring (2014) healthcare personnel of lower hierarchial status were more 
uncomfortable with speaking up and felt increased difficulty in deciding whether to do so  
Schwappach and Gehring (2014) younger age was significantly associated with a lower 
likelihood to speak up 
Positive 
Recognition 
(PR) 
Maxfield et al. (2010) charges organizations to reward speaking up  
Relationship 
(RLT) 
Salazar et al. (2014) Findings were statistically significant and showed that speaking up occurred 
more when medical students were exposed to the encouraging comment versus those who heard 
the discouraging comment  
Bleakley, Allard, and Hobbs (2013) studied orthopaedic operating room teams and found that 
when a surgeon was vocal in a manner that did not invite dialogue, the team was less likely to 
speak up 
Lyndon et al. (2012) Negative relationship noted between self-reported exposure to disruptive 
behaviors and likelihood of speaking up 
 
impacting a nurse’s decision to speak up 
Table 20  
Data Findings and Alignment with Literature 
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Another lesson emerging from the research is the impact the charge nurse role has 
on a nurse’s willingness to speak up; how the charge nurse responds can influence 
whether a staff member will speak up to them.  Considering that past experience can 
dictate future decisions, charge nurses need to be aware that their response, similar to 
other leaders’ responses, can influence a nurse’s propensity to speak up.  
Discussion of charge nurse and leader response naturally brings forth the last 
major topic uncovered during this study: how the characteristics and behaviors of the 
person to whom a nurse speaks up impacts the nurse’s decision to speak up in the future. 
This theme was coded as Professional Integrity (PI).  Professional Integrity was identified 
as a parent code because interviewees shared a number of factors that were influenced by 
the behaviors and manners of persons to whom they speak up.  Four sub-themes of 
Professional Integrity were previously addressed in the literature: assurances of 
confidentiality (SA), leaders’ openness to listening (PF), formal structures (PRO), and a 
belief that action will occur (ACT) (Garon, 2012; Goldenhar et al., 2013; Okuyama et al., 
2014; Uribe et al., 2002).  However, this study uncovered three additional findings within 
the theme of Professional Integrity (PI).  Interviewees reported that perceiving their voice 
as valued (VEV), rules being upheld and in an equitable manner (ACY), and 
organizational goals aligning with their own (CG) all increase their willingness to speak 
up.  Also worth noting is that each of these themes was addressed by interviewees in both 
leader and bedside nurse roles.  
Previous literature affirmed the leader as an important component of the 
speaking-up phenomenon, but did not surface the complexity with which nurses evaluate 
a leader’s response.  The finding that seven factors fell within the realm of Professional 
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Integrity (PI) emphasizes the critical role that a person’s response has on encouraging or 
discouraging speaking up.  Therefore, this study supports the conclusion that there is an 
opportunity to work with leaders at all levels, from charge nurses on the units to 
executives in C-suite offices, so they are aware of their impact on nurse willingness to 
speak up.  It benefits organizations to educate charge nurses and leaders to recognize that 
every time a nurse speaks up, an opportunity to encourage its practice arises, and this can 
be done by simply responding in a way that upholds all the themes of Professional 
Integrity (PI).  
Organizations and leaders must become knowledgeable of the range of themes or 
factors that affect a nurse’s willingness to speak up. Likewise, they must also be open to 
exploring new factors as they emerge.  Leaders must also recognize that solely practicing 
in ways to address these factors, while necessary, is inadequate.  Qualitative data shows 
that the frequency with which interviewees discussed themes varied greatly and that past 
experiences influenced their decisions and willingness to speak up.  Therefore, leaders 
must know that speaking up is not only a complex phenomenon with multiple factors 
impacting a nurse’s decision, but it is also individualized in that nurses may consider 
specific factors more important than others.   
  Whereas previous studies have often focused on specific scenarios and explored 
factors affecting one’s decision to speak up in the moment, this study approached the 
challenges from a broader perspective.  In doing so, five additional themes or factors 
impacting nurse comfort with speaking up, previously not addressed in the literature, 
were uncovered at ABC Hospital.  The role of charge nurse was identified as being 
integral to speaking up, especially for novice nurses.  Other new factors provide more of 
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a foundational focus and highlight the role of professional integrity on speaking up: focus 
on quality/process improvement, sharing common goals, valuing employee voice, and 
maintaining accountability.  These foundational factors seem to provide nurses a broader 
perspective that the organization and management support speaking up.  Nurses’ comfort 
in this knowledge mollifies their concerns when deciding whether or not to speak up. 
Conclusions 
 This mixed-methods research study consisted of one central research question, for 
which four supporting questions were developed, one quantitative and three qualitative.  
Each of these research questions was developed to increase understanding related to the 
phenomenon of speaking up in nursing and to better support its practice.  The research 
study began with analysis of quantitative data to answer the first question.   
Research Question 1: How are staff perceptions measured with questions from an 
Employee Engagement survey related to staff willingness to speak up? 
  Of the 63 EE survey questions, 21 (33%) were found to strongly correlate with 
staff willingness to speak up and 42 (67%) were moderately linked.  Topic areas were 
identified for the strongly correlated questions: belonging, culture, leadership, process 
improvement, quality, reporting, safety, satisfaction, service, and respect.  In analyzing 
these topics, five were related to leadership (24%, n=5), five to process improvement 
(24%, n=5), four to quality (19%, n=4), four to safety (19%, n=4), three to culture (14%, 
n=3), two to satisfaction (10%, n=2), two to reporting (10%, n=2), two to respect (10%, 
n=2), one to belonging (5%, n=1), and one to service (5%, n=1).  The remaining 42 were 
moderately linked with staff willingness to speak up.  The results of these quantitative 
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findings indicate that factors affecting speaking up are both numerous and varied, 
drawing from multiple topics.   
  While leadership, representing 24% of the strongly linked topics, is already 
recognized as a significant variable in promoting speaking up, seeing this fact revealed 
with actual data specific to ABC Hospital reinforces the important role leadership plays.  
Process improvement, quality, and safety together constituted a majority of the strongly 
associated questions and were further explored in research questions 3 and 4 through 
qualitative means.  The remaining 11 strongly linked variables with topics of culture, 
satisfaction, reporting, respect, belonging, and service are additional areas on which ABC 
Hospital can choose to focus its efforts.  These topics form a smaller percentage of the 
strongly linked questions, ranging from 5 to 14%, so it may not prove worthwhile to 
tailor initiatives to them.   
  In full consideration of the quantitative data, the 21 strongly linked EE survey 
questions and 42 moderately linked survey questions further support the understanding 
that choosing to speak up is a complex decision.  This point was reinforced during the 
qualitative phase, where the research shows that not only is the decision complex, but the 
factors affecting a nurse’s choice can be greatly individualized and are shaped and 
formed by their past experiences. 
Development of Additional Research Questions 
Three main topics, quality/process improvement, safety, and physician-staff 
relationships, emerged as important to research further for the qualitative phase of this 
study.  Nine questions on the EE survey focused on quality/process improvement, seven 
of which were found to strongly correlate with willingness to speak up.  The role of 
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quality/process improvement on speaking up was not previously addressed in the 
literature, warranting additional exploration; thus, research question 2 was developed. 
  As with the focus on quality/process improvement, research question 3 was 
pulled from the EE survey questions that were found to strongly correlate with speaking 
up.  Four of the strongly correlated survey questions were in the category of Safety; thus, 
Safety was chosen as the second topic to focus on during interviews.  The decision to 
focus on safety rather than leadership, even though leadership had one more strongly 
correlated topic, is that the role of leadership on speaking up in the healthcare setting has 
been adequately addressed in publications. Thus, further investigation was not a priority.   
 The last qualitative research question was aimed at understanding more about the 
influence of staff-physician relationships on speaking up.  Different from research 
questions 3 and 4, this topic was chosen not because it was found to strongly correlate 
with speaking up, but because it had the weakest of all Spearman’s correlations 
calculated.  The role physicians have on impacting willingness to speak up does emerge 
in the literature, so further exploration into this unexpectedly low Spearman’s correlation 
was desired.   
Research Question 2: How is willingness to speak up in the hospital setting 
related to the nurse’s perception of the role quality/process improvement has at 
their organization? Quantitative analysis identified seven of the nine quality or process 
improvement-focused questions on the EE survey as being strongly associated with staff 
willingness to speak up.  When this data was presented to the five interviewees, their 
responses demonstrated agreement that a focus on quality/process improvement does help 
staff speak up.  The most significant reason for this relationship is that when unit, staff, 
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and leadership goals are focused on quality/process improvement, the nurse senses that 
everyone is functioning with the same goals in mind, which makes them more willing to 
speak up, coded as Common Goal (CG).  For example, leaders and bedside nurses alike 
explained that a common goal helps encourage speaking up.  Interviewee 2 (LD) 
explained, saying that when “people are caring about quality” then staff are “gonna’ feel 
more supported.” 
 While data showed that a focus on quality/process improvement improved 
speaking up, it was also found that a lack of focus on quality/process improvement was a 
barrier to speaking up.  Interviewee 1 (BN) explained that a manager who is perceived as 
not caring about quality/process improvement discourages nurse willingness to speak up. 
This respondent described manager comments when an issue was brought forth: “We, 
we're, we, we're fine. It's all getting better. It's all gonna’ be fine. It's all better. Isn't it 
getting better?”  In this case, the manager failed to recognize the opportunity for 
improvement, failed to acknowledge the issue, and contributed to the nurse’s decreased 
desire to speak up.   
Also worth noting is that during Interview 5 (BN), perceptions of process 
improvement on speaking up organically surfaced separately from the quality/process 
improvement question.  Toward the end of the interview, when asked about what 
structures or changes could improve speaking up at ABC Hospital, Interviewee 5 (BN) 
explained that many improvement processes had already been implemented, such as daily 
unit huddles, daily leadership rounds, and a focus on data with a patient throughput 
improvement project.  This unprompted return to quality/process improvement may 
indicate the importance a focus on quality/process improvement has for this interviewee. 
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Further responses on why quality/process improvement increases willingness to 
speak up did not directly link to the question asked.  Instead, themes that emerged for this 
question – Action  Novice/Young, Non-Punitive, and Professionalism – were generally 
seen by interviewees as impacting willingness to speak up.  These responses did not 
provide additional understanding on why quality/process improvement specifically 
fosters speaking up.  
Limitations. There are benefits to using interviews as a data-collection tool in 
qualitative research, but limitations exist, as well.  The usefulness of the data obtained is 
dependent on the interviewee’s ability to articulate his or her viewpoint and on the 
researcher’s skill as an interviewer (Bloomberg & Volpe, 2016).  Interviewing each of 
the five participants at one time could be considered a limitation of the study.  Additional 
data of a more robust nature may have been collected had another study design using 
multiple interview opportunities been utilized.  For example, the interviewer could have 
used weekly communication with the interviewees over a one-month period to inquire 
about recent experiences related to speaking up.  By collecting data in a relatively 
concurrent fashion, the interviewer could have obtained a more holistic picture of the 
experience whereby she would be able to prompt interviewees regarding specific 
circumstances and environmental factors during the event. 
In conclusion, this study found that a hospital’s focus on quality/process 
improvement does increase nurses’ comfort with speaking up.  Interview responses 
showed that the main means of accomplishing this, is by ensuring that nurses perceive 
that hospital goals align with their own.  Data also revealed that as part of the focus on 
quality/process improvement it is necessary for managers and leaders to acknowledge 
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when there are issues that need resolution.  Lastly, instituting daily structures focused on 
quality and using data to drive process improvements were other methods hospitals can 
use to communicate their focus on quality/process improvement to encourage nurses to 
speak up. 
 Research Question 3: How is willingness to speak up in the hospital setting 
related to the nurse’s perception of how safety focused their organization is?  Four 
questions on the EE survey were calculated as being strongly linked to comfort with 
speaking up.  As a result, this data was posed as the fourth question during interviews, 
immediately following the quality/process improvement question.  Interviewees agreed 
that a safety focus can help increase a nurse’s comfort with speaking up.  However, while 
interviewees did not disagree with the data, they also did not offer much to elaborate on 
the quantitative findings.  In fact, this question resulted in the least number of coded 
statements when compared to all others, eight in total.  As with the quality/process 
improvement question, when answering, interviewees’ further responses did not 
necessarily link back to safety.  Instead, themes that emerged for this question – Action  
Novice/Young, Non-Punitive, Professionalism, and Process – were general topics 
interviewees saw as impacting willingness to speak up.   
Limitations.  This researcher suspects the lack of expansion was a result of the 
concern, already addressed with the quality/process improvement question, of interviewer 
inability to properly clarify responses.  Additionally, the researcher questions whether 
responses were affected by placement of the question in the interview.  Interviewees were 
asked to discuss the effect of a safety focus on speaking up immediately following the 
quality/process improvement question, which may have caused their responses to blend 
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in with responses to the previous question.  Supporting this conclusion is that two 
interviewees responded that they felt a focus on safety improved comfort with speaking 
up for relatively the same reason as a focus on quality/process improvement did.  
Interview 2 (LD) stated, “I've kind of the same answer that I have before,” and Interview 
4 (BN) said, “You know, again I feel like that, this kind of goes with the first 
conversation.” 
In conclusion, this study found that a hospital’s focus on safety does positively 
influence speaking up.  The researcher though was unable to extract methods for 
influencing this willingness to speak up from the interview data because responses 
addressed general influences regarding speaking up.  Further exploration on this topic 
using a different method of asking the question is warranted.  For example, after posing 
the question and listening to interviewees respond, it may have been beneficial to recap 
their points and ask them to clarify how they saw those topics relating to the hospital’s 
safety focus.  This method would have allowed the researcher to further explore with 
interviewees how the specific topics they shared increase nurses’ comfort to speak up. 
A limitation specific to this part of the study is that the survey data used was for 
EE and not patient safety, which may have affected respondents’ mindset.  One option for 
further exploring this topic would be to use a safety-focused questionnaire and follow-up 
interviews or focus groups.  For example, the Safety Attitudes Questionnaire (SAQ) is a 
published and publicly available survey that has been used in previous studies to measure 
safety attitudes of nurses and providers (Sexton et al., 2006).  The short-form 
questionnaire consists of 36 questions meant to investigate staff perspectives on safety in 
patient care settings.  Additionally, interviews or focus groups could be done in quick 
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succession following the questionnaire implementation to help participants better 
remember the rationale behind their responses.   
It is strongly recommended that this topic be researched further.  While knowing 
that a safety focus increases nurses’ comfort to speak up, hospitals need to know how 
nurses see this goal best being accomplished.  Collecting more data to provide hospitals 
with concrete examples of ways to successfully attain this goal is a worthwhile endeavor. 
 Research Question 4: How is willingness to speak up in the hospital setting 
related to the nurse’s perception of staff-physician relationships?  This question was 
selected from the quantitative phase as a topic for interviews because, in light of the 
literature review, it was surprising that the Spearman’s correlation for staff-physician 
relationships did not indicate a stronger link with willingness to speak up.  Literature 
addresses the impact a physician’s behavior and communication have on nurses; 
therefore, a stronger association in the quantitative data was expected.   
During the qualitative phase, some interviewees agreed that good staff-physician 
relationships do help nurses speak up, while one interviewee felt good relationships could 
be a barrier.  Those who disagreed, felt staff-physician relationships were a major part of 
willingness to speak up and explained that working together, having established 
relationships, and interacting frequently all helped.  On the other hand, one interviewee 
affirmed the finding, explaining that a nurse who has established a good relationship with 
a physician may be less likely to speak up for fear of damaging the relationship.  In 
consideration of the conflict between the literature, quantitative and qualitative data here, 
and interviewees’ responses, additional research options should be considered to evaluate 
this topic closer. 
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Exploring this topic in tandem with the safety focus using the SAQ would be an 
appropriate means of collecting more data.  The SAQ has two questions specific to staff-
physician relationships: “The physicians and nurses here work together as a well-
coordinated team,” and “I experience good collaboration with staff physicians in this 
clinical area.”  Both questions can be used to analyze Spearman’s correlations with the 
outcome variable on the SAQ survey, “In this clinical area, it is difficult to speak up if I 
perceive a problem with patient care.”  Again, this method would provide quantitative 
data regarding staff-physician relationships that could be further explored with interviews 
and/or focus groups.      
Central research question: How can hospitals better support nurses to speak 
up when there is a patient care concern in the hospital setting? Quantitative analysis 
found that most EE survey respondents (86%) at ABC Hospital are willing to speak up 
when they have a patient care concern.  Regardless of this high percentage of staff 
reporting a willingness to speak up, qualitative analysis found opportunities for 
improvement at ABC Hospital.  Spearman’s correlations identified 21 EE survey 
questions strongly linked to staff comfort with speaking up, which were grouped into ten 
topics: leadership, process improvement, quality, safety, culture, satisfaction, reporting, 
respect, belonging, and service.  Six major themes emerged from the qualitative data: 
Professional Integrity (PI), Charge and Teaching (CT), Non-Punitive (NP), 
Novice/Young (NN), Positive Recognition (PR), and Relationships (RLT).  Within 
Professional Integrity (PI), seven sub-themes were identified: Common Goal (CG), 
Process (PRO), Professionalism (PF), Accountability (ACY), Value Employee Voice 
(VEV), Action (ACT), and Safety in Anonymity and Confidentiality (SA).  
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 The literature had already identified a focus on safety, Process (PRO), 
Professionalism (PF), Action (ACT), Safety in Anonymity and Confidentiality (SA), 
Non-Punitive (NP), Novice/Young (NN), Positive Recognition (PR), and Relationships 
(RLT) as ways that nurses can be supported to speak up.  Within these already known 
factors, new information emerged that hospitals can use to better support nurses.  First, 
regarding Professionalism, it is important to have a manager that is open to listening, but 
the data also showed that nurses are looking for other leaders to be open as well, and for 
them to demonstrate professional and respectful responses when concerns are 
communicated.  Second, it is understood that a lack of action decreases willingness to 
speak up, but interviewees also shared actions encourage them to speak up.  Taking 
action or conveying the perception that action will be taken when concerns are shared can 
be a positive motivator for speaking up.  Third, there is an awareness that Safety in 
Anonymity and Confidentiality (SA) is needed.  For example, Interviewee 1 proposed 
signing confidentiality documents to ease nurses’ concerns.  Fourth, previous studies 
have demonstrated that younger nurses are more hesitant to speak up, but this study also 
introduced the need to further support those with less experience because they are 
perceived as being more reluctant to speak up.   
Aside from adding to factors already known to contribute to nurse comfort with 
speaking up, new factors were identified during this study, including a focus on 
quality/process improvement, Common Goal (CG), Accountability (ACY), Value 
Employee Voice (VEV), and Charge and Teaching (CT).  A focus on quality/process 
improvement was also confirmed through quantitative and qualitative data as a method to 
increase nurses’ comfort to speak up.  Interviewees shared that hospitals help nurses feel 
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more comfortable speaking up by caring about quality and focusing on process 
improvement projects.   
This study also found that nurses are more comfortable speaking up when they 
perceive that their voice is valued, their own goals align with the hospital’s, and rules and 
values will be upheld in an equitable manner.  Qualitative data revealed that the charge 
nurse role is an important component of speaking up.  Charge nurses can help by 
collaborating with nurses when they need to speak up, speaking up for other nurses when 
requested, and teaching nurses the skill of speaking up. 
When looking to determine how to better support nurses to speak up, hospitals 
need to recognize not only the multifactorial nature of the phenomenon, but also that 
what is key to one nurse may not be as important to another. Nurses’ past experiences can 
be a major influencer.  For example, Interviewee 1 (BN) shared experiences where 
confidentiality had been breached; for this nurse, the theme of Safety in Anonymity and 
Confidentiality surfaced four times more than any other interviewee.  One could interpret 
this as meaning that for Interviewee 1 (BN), Safety in Anonymity and Confidentiality 
was the most important factor influencing his/her willingness to speak up.   
In understanding that a nurse’s perceptions of many factors will impact their 
willingness to speak up, this research study purports that speaking up is well-depicted as 
a supportive cycle (see Figure 5).  The cycle lists factors identified by ABC Hospital 
nurses as impacting staff willingness to speak up, and stars indicate when quantitative 
and qualitative data at least partially aligned.  The benefit of this cycle is that it makes the 
complexities of speaking up visually apparent to enable a better understanding of the 
phenomenon.  To better enable those reviewing the cycle to understand the factors, coded 
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statements from interviews are included. A pared-down cycle (Figure 6) is also shown, 
which includes only the sub-themes for Professional Integrity.  The purpose of this cycle 
is to emphasize to managers, leaders, charge nurses, physicians, and others just how 
crucial they are in keeping the cycle moving in a positive direction.  These individuals’ 
responses have the potential to greatly impact a nurse’s decision to speak up in the future.  
The cycle focused on Professional Integrity shows those to whom others are speaking up 
that how they receive the information and respond is crucial to the nurse and can impact 
his/her decision on whether to speak up in the future. 
 
 
Figure 5. Supportive cycle for speaking up. 
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Figure 6. Supportive cycle for speaking up: Professional integrity. 
 
 
 
Summary of Conclusions 
Previous studies have identified factors that impact a nurse’s comfort with 
speaking up, such as leadership, safety focus, fears of negative consequences, and lack of 
confidentiality (Landau, 2009; Maxfield, 2010; Uribe et al., 2002).  Quantitative and 
qualitative research for this study further supported the concept that speaking up depends 
on many factors by confirming already known factors and discovering new ones.  This 
study also determined that factors deemed most important for one nurse may not 
necessarily be the same for another nurse and that influencers are impacted by past 
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experiences.  Lastly, figures that depict a cycle were presented to enable a better 
understanding of factors that influence speaking up. 
Recommendations 
  Recommendations resulting from this study are provided in this section.  The 
recommendations have been delineated into three groups: ABC Hospital, other hospitals, 
and future research.    
Recommendations for ABC Hospital 
 This research study focused on identifying ways ABC Hospital can better support 
nurses to speak up. By looking at actual data from this hospital’s 2015 EE survey and 
analyzing interviews of their own nurses, this study determined factors specific to ABC 
Hospital nurses that affect their comfort in speaking up.  These factors are depicted as 
supportive cycles for speaking up in Figures 4 and 5.  Sharing this cycle with charge 
nurses and leadership at ABC Hospital is paramount for helping them understand how 
key they are in supporting speaking up.  The fact that these cycles are based on data from 
ABC Hospital and includes actual quotes from nurses who work there will help leaders 
better identify and engage with the findings.  This cycle makes the data more relevant 
than simply accessing literature with findings that may or may not apply to ABC 
Hospital.     
In analyzing interviewees’ concerns, themes of action, accountability, and 
anonymity/confidentiality rise to the top, warranting ABC Hospital’s attention most 
because they were most frequently discussed.  By attending to these factors, the 
organization reaps additional benefits because while action, accountability, and 
anonymity/confidentiality increase nurses’ comfort with speaking up, their converse – a 
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lack of action, accountability, and anonymity/confidentiality – have the opposite effect.  
As a result, improving the organization’s reputation related to these key themes has the 
potential to reap positive effects two-fold.   
The complementary relationship between nurses who lack experience speaking up 
(NN) and charge nurses who can help newer nurses improve in this function (CT) is 
another key area in which ABC Hospital can concentrate its efforts.  A robust program 
designed to address both themes would position the organization well to positively 
impact patient safety.  Two major components of the program are as follows:  
1) Education and training for charge nurses: Charge nurses need to be made 
aware that whether they respond in a receptive manner when someone speaks 
up can impact that individual’s decision whether or not to speak up in the 
future.  In addition, the organization relies on charge nurses to collaborate 
with nurses to speak up and help novice nurses build this skill. 
2) A mentoring initiative: Novice nurses could be paired with seasoned nurses 
for the purposes of sharing experiences and discussing concerns to support 
newer nurses in building their willingness to speak up.   
  There are two key limitations to consider regarding implementation of this study’s 
findings.  First, the survey used for quantitative analysis was designed to measure 
employee engagement, not speaking up in nursing or safety in patient care.  However, 
being able to utilize surveys for multiple purposes does have advantages in the current 
environment, where surveys are frequently requested in personal and professional 
settings.  Second, the EE survey data set did not consist solely of nurses the study aimed 
to research; 65% of respondents were nurses and the remaining 35% were nursing 
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assistants, patient care techs, unit secretaries, and other undefined roles.  There is a 
possibility that quantitative findings would be different if only nurses had been included 
in the sample population.   
Recommendations for Other Hospitals 
Speaking up is known to affect patient safety, and with the daily risk of harm due 
to medical error, it is incumbent on hospitals to address their own unique needs related to 
this phenomenon.  The goal of qualitative research is to develop rich and descriptive 
statements; the purpose is not transferability (Ravitch & Carl, 2016).  Thus, a limitation 
of this study is that it was based at a single hospital where data showed 86% of 
respondents on the EE survey reported being comfortable speaking up.  This majority 
may be unique to ABC Hospital, so it is recommended that other hospitals use this study 
as a model for addressing how to better support nurses to speak up in their own 
organizations, rather than simply adopting those identified by data analysis at ABC 
Hospital.             
   Hospitals can begin by analyzing archival employee survey data to identify areas 
that need focus and progress to interviews for further understanding.  Surveys often result 
in low response rates, so it is preferable if the hospital can access archival surveys that 
offer applicable data and adequate response rates (Russ-Eft & Preskill, 2009).  This 
process will allow quicker progression to analysis and prevent burdening staff with 
another survey.  Specific factors identified as affecting speaking up for their own nursing 
population can then be communicated to leadership in a cycle or other diagram.  When 
trying to improve a complex process such as speaking up, using customized solutions 
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brought forth by organizational specific data can ensure that efforts are focused on 
worthwhile targets. 
Recommendations for Future Research 
A limitation of this study is the number of nurses interviewed and use of non-
probability convenience sampling.  Both increase the risk that participants are not 
representative of the overall nursing population (Ravitch & Carl, 2016).  As a result, the 
discovery of the role charge nurses play in supporting speaking up at ABC Hospital 
warrants additional study.  Future research on the concept of the charge nurse role in 
speaking up should include nurses from multiple hospital locations, a necessary step to 
determine whether the findings generalize beyond ABC Hospital.  Depending on the 
research findings, there may be a real opportunity to capitalize on the charge nurse’s role 
in supporting speaking up in nursing.   
 Two more topics addressed in this study require further research: staff-physician 
relationships and a focus on safety.  Data was inconclusive related to how staff-physician 
relationships impact a nurse’s comfort with speaking up at ABC Hospital, and they did 
not align with the current body of literature.  While quantitative data and literature 
indicate that a focus on safety does increase comfort with speaking up, there was 
inadequate interview data to understand how this phenomenon happens.  Therefore, it is 
necessary to collect more data on staff-physician relationships and a focus on safety to 
prevent drawing premature conclusions.   
  Using the SAQ would be an appropriate means of collecting more data on these 
topics.  The SAQ’s overall focus is on safety attitudes, and it includes questions specific 
to staff-physician relationships.  Spearman’s correlations with the outcome variable on 
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the SAQ survey, “In this clinical area, it is difficult to speak up if I perceive a problem 
with patient care,” can then be analyzed using the same methods from this research study.  
Collecting additional qualitative data is the prudent next step to learn more about these 
findings.  
  Another limitation of this study is that the data set included only responses to EE 
survey questions. No demographic information was provided, which prevented analysis 
on how factors such as age, race, and experience impact nurses’ comfort to speak up.  As 
a result, the study addressed speaking up in nursing in general, which leaves a gap related 
to speaking up specific to racial, ethnic, or religious minorities whose populations may be 
challenged differently in advocating for their patients.  Therefore, focusing on certain 
populations within nursing, such as transgender nurses, gay nurses, Black nurses, and/or 
nurses of certain religions could identify factors and solutions unique to these persons.   
  Additionally, since this study was performed solely within the confines of the 
United States healthcare system and culture, it leaves the question of whether there is a 
risk that a nurse’s comfort with speaking up is further challenged by cultural norms of 
other countries.  For example, studies have shown that hierarchy affects willingness to 
speak up, so in cultures where gender-based hierarchies have a stronger influence on the 
physician-nurse relationship, the impact on speaking up may be greater (Schwappach & 
Gehring, 2014b).  Therefore, research employing a cross-cultural study design whereby 
speaking up in nursing examines vulnerable populations both domestically and 
internationally is warranted to provide further context for this phenomenon. 
Findings from previous studies acknowledge that while nurses believe speaking 
up is necessary, at times they are hesitant to do so (Kaissi, et. al, 2003; Lyndon et. al, 
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2012).  This study further determined that novice nurses are less comfortable speaking up 
and therefore may be even more hesitant.  Further research is needed to understand how 
speaking up is included in undergraduate nursing curricula and the variation in content, 
pedagogy and retention around that topic for nursing students.  Future analysis can 
determine prevalence and nature of the content and nature of lessons and courses focused 
on speaking up as a nursing responsibility.  Further, understanding links between 
preparation and likelihood of and comfort with speaking up based on undergraduate 
education could contribute positively to curricular development and patient safety. 
Speaking up remains loosely defined with multiple definitions being employed in 
organizational settings.  Because there is not a consistent definition, this could impact 
those employed at hospitals, where nurse and leadership perspectives of when it is 
necessary and one is comfortable enough to speak up may differ.  Therefore, research 
looking at whether or not hospitals define speaking up for their nursing staff and how 
they define it is a needed next step.  By studying the variation between hospitals 
definitions of and challenges to speaking up, the healthcare industry can better 
understand disparities amongst hospitals and can begin to unpack what truly supportive 
structures for speaking up may look like within hospital settings.  
Lastly, additional research concentrated on events after one speaks up is needed, 
as exemplified by the tragic deaths of the 1986 Challenger space shuttle crew, which 
exploded because elastic seals on the rockets did not function properly in the cool 
weather on launch day.  The most egregious error that day was not the elastic seals 
malfunctioning, but that engineers communicated their prediction of the catastrophe and 
their warnings were not heeded.  Therefore, even if the practice of speaking up is 
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established, its consequences will be inept if those who need to act fail to do so.  With the 
risk of patient harm and death resulting from medical error haunting the current 
healthcare landscape, concurrent research examining physician and leader attitudes about 
speaking up is vital.   
Summary 
Speaking up is recognized to positively impact patient safety but is also known to 
be a complex phenomenon where an individual considers multiple factors when choosing 
whether to voice concerns.  The current body of literature includes numerous variables 
that impact willingness to speak up, and this study identified four more: a focus on 
quality/process improvement, Accountability, Value Employee Voice, and Charge and 
Teaching.  With the frequency of medical error and patient harm, organizations must 
address known factors that can better support nursing staff to speak up when there are 
patient care concerns.  By utilizing the model laid out in this study, hospitals can focus 
efforts on those variables most purposeful and valued for their staff, resulting in a more 
effective plan of action.  Inclusive of previous research on speaking up and this study’s 
findings, much still needs to be learned and further research into the charge nurse’s role, 
staff-physician relationships, domestic minority nursing populations, international 
nursing dynamics, and leaders’ attitudes on speaking up are needed.  Ultimately, changes 
need to occur so that the practice of speaking up in nursing can be firmly established. 
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Appendix A: Interview Questions 
 
 
1) Speaking up in healthcare can be described as the voicing of a patient safety concern 
from one individual to another at or before a potential error.  Some would say it is 
nursing staff and medical provider’s responsibility to speak up. What are your 
thoughts concerning this idea?  How have your experiences supported your thinking 
about this statement? 
2) For nurse interviewees: Studies have shown that at times nurses are hesitant to speak 
up. What experiences have you personally had with speaking up or staying silent 
when it comes to observing something that may negatively affect patient care?   For 
leadership interviewees: What have you observed with other nursing staff and their 
experiences regarding speaking up or staying silent when it comes to observing 
something that may negatively affect patient care? 
3) The next questions are derived from analyzing data from the hospital’s employee 
engagement survey.  Data showed that staff …deleted for proprietary 
reasons…speaking up when they also felt quality and/or process improvement was a 
focus at the hospital.  9 questions on the survey related to quality and/or process 
improvement, of those 7 had a strong relationship with comfort to speak up (give time 
for interviewee to read each one).  Can you share your thoughts on this?  Why do you 
think this may be?     
4) Data showed that when staff felt safety was important they were more …deleted for 
proprietary reasons… speaking up.  This included the questions listed here (give 
time for interviewee to read each one).  How do you think these factors could impact 
comfort with speaking up?  
5) Data showed that one’s perception of staff and physician relationships was not 
strongly linked with …deleted for proprietary reasons…speak up. Can you share 
your thoughts on this?  Why do you think this may be? 
6) Can you share what you think might change in this hospital that could make yourself 
and or staff …deleted for proprietary reasons…with speaking up?  
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7) What do you see as the organization’s role in supporting speaking up? What do you 
feel could be organizational elements or structures that can be implemented that are 
likely to result in staff feeling supported in speaking up? What do you think this 
organization or specific leadership roles can do to better support nurses in speaking 
up? 
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